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E name “Adrenalin” is linked inseparably 
with the good name of Parke, Davis & Com- 
pany. And the unvarying quality of the following 
Adrenalin preparations is the natural result of 
highly specialized scientific skill, gained through 
twenty years’ experience in the manufacture and 
standardization of the original product: 


ADRENALIN 

ADRENALIN CHLORIDE SOLUTION 
ADRENALIN INHALANT 

ADRENALIN OINTMENT 

ADRENALIN AND CHLORETONE OINTMENT 
ADRENALIN TABLETS 

ADRENALIN AND COCAINE HYPO. TABLETS 
ADRENALIN SUPPOSITORIES 


What we have learned in the past twenty years 
makes our label an assurance to the physician that 
Adrenalin, P. D. & Co., the original Adrenalin, 
has no superior among products of its kind. For 
certainty of action it is well to insist on having 
Adrenalin, P. D. & Co. 


Literature gladly sent physicians on request. Write nearest branch: Detroit, New York. 
Chicago, Kansas City, Baltimore, New Orleans, St. Louis, Minneapolis, or Seattle. 


Parke, Davis & Company 
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APPENDICITIS AND APPENDICEAL 
COLIC 


ROSS DAVID LONG, M. D. 
Oklahoma City, Oklahoma 


A surgical review of the vermiform ap- 
pendix. 
An endeavor to decide the status of ap- 
pendiceal colic. 
I shall endeavor to prove: 
1. Appendiceal colic, has, at times, 
a separate entity; 
2. It is a factor in the preoperative 
diagnosis ; and 
3. It can exist with, or without, any 
recognizable pathology. 


HISTORY OF APPENDICITIS: It was 
in 1877 MORTON! of Philadelphia and 
TREVES? of England, contend they per- 
formed the pioneer operation for appendi- 
citis. But, inasmuch as they failed to diag- 
nose their cases, the honor of priority is 
given to KRONLEIN? of Germany who, in 
1884, with the aid of MIKULICZ%, diag- 
nosed, and removed an appendix. 

EARLY OPERATION ADVOCATED: 
FITZ+* of Boston, and KRAFT of Lusanne, 
Switzerland, in 1888 were the pioneers in 
advocating early operation. 

JOHN B. MURPHYS®: In 1889 performed 
the first appendectomy in a scientific man- 
ner, and in 1890 began his campaign for 
early operation in acute appendicitis, which 
view he always maintained. 

PIONEERS IN APPENDICEAL COLIC: 
In 1892 V. HOCHSTATTER? and C. L. 
TALMON? of Paris wrote on this subject, 
the latter a book of 272 pages, and some 
twenty years ago HANSEMANNS, of Ber- 
lin, reported on four hundred autopsies, 
with conclusions that the predisposing 
cause was always some obstruction to the 
outlet into the large intestine, or presence 
of a foreign body. Also WELLER VAN 
HOOK®, one of the well known Surgeons 
of Chicago and teacher at Northwestern 
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University Medical, and whose article on 
the subject, written some fifteen years 
ago, and personal communications, inspired 
me in the work of this review, has done 
considerable research along this line and 
entitled to much credit therefor. 


ANATOMY: THE CECUM—Is a blind 
pouch situated below the colic valve, meas- 
uring three inches by three inches in diam- 
eter. 


THE COLIC VALVE: Buttonhole, like, 
invagination of the ileum into the colon with 
a fraenum, running transversely thereof. 
When the cecum is full, and it is prone to 
become impacted with feces, the valve is 
closed and the fraenum taut, of course, to 
obtain that end. 


VERMIFORM APPENDIX: It is ap- 
pended to the lower, medial, aspect of the 
cecum, of from one to nine inches in length 
and varying from the size of a pin to that 
of a No. 7 French sound in diameter of its 
lumen. It is composed of longitudinal and 
transverse muscular fibres and submucous 
and .mucous membranes, and has 25,000 
Lieberkuhn and 300 to 400 solitary glands 
(KELLY). Above its opening into the 
cecum is a semilunar fold of mucous mem- 
brane—the VALVE OF GERLACH and 
on the opposite side within its lumen may 
be found a second fold, known as, NAN- 
NINGA’S FOLD!. 


FINNEY, J. M. T. ON APPENDIX IN 
CHILDHOOD: There is an anatomical 
basis for the clinical differences observed 
in appendicitis—to-wit : insiduous onset and 
rapid progress toward perforation, in that 
the appendiceal coats are much more deli- 
cate, especially with reference to the SUB- 
MUCOUS coat, which, as pointed out by 
HALSTED!?, MOYNHAN!’, HEYD" and 
others, determines the strength of the in- 
testinal wall. 


HEYD" also refers to the submucous 
layer as being absent and hence accounts 
for the ease of perforation in children, and 
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in a personal communication accredits 
MORRIS in his anatomy with so admitting. 


ATTACHMENTS: An _ Anatomist at 
Bellevue Hospital Mortuary, teaching sur- 
gery on the cadaver contended to me that 
there was an attachment ligamentous, of 
the cecum to the posterior abdominal wall. 
I am satisfied he is right in about five per 
cent of cases as verified by BERRY where 
the peritoneal covering is incomplete and 
the cecum has an iliac fascial connection. 
Otherwise the only attachment is mesen- 
teric attachment or suspension. 


NERVE SUPPLY: Coeliac plexus, 
through the mesenteric plexus and its au- 
tonomic system—which can act as a true 
reflex center with reference to pain symp- 
toms. 


ABNORMALLY LOCATED APPEN- 
DIX: Retro- or Intra-hepatic—I|n the first 
few weeks embryologically the intestine is 
coiled, twisted, to the left, in the umbilical 
cord, attached to the vitellin duct; during 
growth, using the duct as an axis, or Mich- 
els diverticulum, it rotates to the right, and 
if fusion occurs, it will become situated be- 
hind or below the liver. 


Tenth week embryologically, duodenal 
mesentery, (acquired from lesser omentum ) 
fuses with the posterior wall; transverse 
colon mesentery fuses with duodenal anter- 
ior surface, CECUM acquired SUB- 
HEPATIC position with its transverse col- 
on curved across the abdomen, and if devel- 
opment is arrested the appendix will be ab- 
normally located. 


Left sided appendix: If the coils of ileum 
are displaced from behind the cecum in its 
descent, we have duodenum and colon ro- 
tating to the leit at the point of crossing of 
large and small intestine, producing a left 
sided appendix due to fusion of the cecum 
to the posterior abdominal wall. 


The left sided appendix is not so unusual 
but that surgeons should have it always 


WARBASSE}. 


in mind. 


Undescended ceca occur in three per 
cent of females and seven per cent of male 
subjects. The appendix of an undescended 
cecum has a tendency to preserve the fetal 


type. It is frequently associated with an 
undescended testi or ovary. ROBIN- 
SON?6, 


MESO APPENDIX: Triangular or quad- 
rilateral in shape. It usually extends to 


dd oR S}- 


the tip of the appendix, or ceases at the 
junction of the outer and middle third, or 
even proximal thereto. Short mesenteries 
are productive of sharp bends or twists 
causing obstruction, stagnation and forma- 
tion of so-called stones, and APPENDI- 
CEAL COLIC. McCOSH?7, 


“Most diseased mesoappendices are curled 


up, on account of the shortness of the 
mesoappendix.” J. B. MURPHY?S, 
ETIOLOGY, Predisposing Cause: Dis- 


orders of digestion—History of constipa- 
tion in 43 per cent of cases, and associated 
with a hearty meal or indiscretion of diet, 
with colon filled with scybalous masses 
which also filled the cecum, a few hours 
after eating awakened from sound sleep 
by agonizing colicky pain, accompanied with 
vomiting. KELLY, page 361. Menstrua- 
tion also, according to KELLY may evidence 
intimate relationship with attack of ap- 
pendicitis. Trauma. Straining, bicycle- 
riding, jumping from street car, swimming, 
all factors according to KELLY. 


Predisposing Causes: Ascarides, tape- 
worms, and echinococci are the principal 
parasites. Of the enterocolitis, 
cholecystitis, tonsillitis, influenza and acute 
rheumatism. 


diseases 


EVENS?°: Of 236 cases of appendicitis 
ninety per cent had primary infections of 
the upper respiratory tracts with a _pro- 
dromal period of 16 days, preceding the at- 


tack of appendicitis. KRETZ2!: Appendi- 
citis begins as a metastatic disease of 
adenoid tissue—infectionatrium the nose 


and throat most:frequently. MANTLE2?: 
Believe bacillus coli exciting cause of colitis 
and appendicitis secondary thereto. And 
Sir Frederick Treves recognized colitis as 
the chief cause of failure to relieve the pa- 
tient following appendectomy. The symp- 
toms of the remaining colitis simulating 
those of appendicitis, VAN HOOK also 
calls attention to catarrh of the colon and 
claims often the removal of the appendix 
cures the condition. 


Exciting Cause: Bacillus coli communis 
in 86 per cent of cases and streptococcus in 
about 20 per cent. Staphylococci are no 
strangers to the appendix (MURPHY) es- 
pecially in abscess in the walls thereof. 


Koch’s bacillus and the streptococcus may 
escape through the walls of the appendix 
into the peritoneal cavity—that is not true 
of the staphlococcus. Streptococcus may 
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live in the appendix in a semipathogent 
state. 


APPENDICEAL QUINTET SYN 
DROME OF SYMPTOMS: 


1. PAIN. 2. NAUSEA or VOMITING. 
3. LOCALIZED SENSITIVENESS AND 
MUSCULAR RIGIDITY. 4. ELEVATION 
OF TEMPERATURE. 5. LEUCOCYTO- 


SIS. 


PAIN: Some patients describe it as 
general colicky abdominal pain, others as a 
boring, stabbing or tearing pain, and, still 
wthers as a dull, sickening, depressing sen- 
sation. That it becomes localized in the 
right lower quadrant and usually reaching 
its maximum in five or six hours. That 
recurrence after severity has diminished 
is an unfavorable sign. (McCOSH?!7). 


RIGIDITY: The most 


f congestion and 


MUSCULAR 
characteristic symptom 
inflammation, the slightest touch increas 


ing it. Some hours usually elapse before 


its presence can be definitely recognized 
It may be confined to 4-5ths of an inch or 
almost general over the right lower quad 


rant. (McCOSHI!*). 


MURPHY on TEMPERATURE: Ten 
perature in acute appendicitis must always 
be present. Further it never precedes the 
pain. It should begin in from one to twenty 
four hours after the onset of the pain 


\PPENDICEAL COLIC: 


VAN HOOK!®: The abdominal viscera 
are supplied with a muscular and elastic 
apparatus. The muscular, during systole, 
furnishing the force and the elastic during 
rest, diastole, stores and utilizes it. Any 
sudden increase of pressure in a_ hollow 
organ, produces pain, depression and col 
lapse. Colic is common to the gastrointes 
tinal tract, biliary ducts, pancreas, kidneys 
and bladder, as well as the uterus and ap- 


pendages. 


ETIOLOGY : 
WELLER VAN HOOK!® divides into 
extrinsic and intrinsic. 


Extrinsic: 1 Adhesions. 2 Pressure from 
tumors or neighboring organs, and 3 Quassi 
constrictions of the neck. Intrinsic: Con 
genital stenosis, aided by the valve of Ger- 
lach. 
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\NDREW J. McCOSH’S!*? EIGHT etio- 
logical factors is the best classification I 
have found and are given herewith: 
1. Frequently occurs independently of 
any actively inflammatory process. 

2. Stagnation of contents of the cecum, 
associated with gaseous distension, accounts 

3. Short mesoappendix, with bent or 
twisted appendix and a slight inflammatory 
process in the neighborhood 

+. Concretions (fecoliths, etc.) with, or 
without stricture of the appendix. 

5. Parasites—most commonly oxyuris 
within lumen of the appendix 

6. Adhesions between the appendix and 
the neighboring organs, which have resulted 
from some previously inflammatory pro 
cess, may be responsible for the attack. 

8. Interstitial neuritis and atrophy of 
the nerve fibers supplying the walls of the 
appendix has been noted to cause chronic 
appendiceal colic. 

9%. However, it is often found to have a 
pathol gical basis as an etiological factor. 
lt may be due to inflammatory obstruction 
at the appendiceal neck. 


SYMPTOMS 
Simple Colic: 

Pain, colicky, sudden in onset, ceases or 
loses its entity if continues over ten or 
twelve hours 

Nausea or vomiting. 

l’ressure may relieve, as in neuralgia. 

No rigidity—may develop, however, but 
believe colic will then lose its entity. 

lemperature. ABSENT. 

Leucocytosis. ABSENT. 

\PPENDICITIS 

Pain, may be colicky (forty-three per 
cent) boring, burning, stabbing or tear- 
ing or dull sickening in nature. 

Nausea or vomiting. 

Sensitive to pressure 

Rigidity. Some hours usually elapse be- 
fore its presence can be definitely rec- 
ognized. McCosh Characteristic. 

Temperature: Must be present. 

Leucocytosis : Present 

RIGIDITY—Is a most. characteristic 
symptom of congestion and inflammation, 


irre 1s . 


it 


important differential point, I be- 
heve 

LEONARD FREEMAN?® says: “The 
question you raise has always been an 
interesting one and is not easily decided. 
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[ feel sure that there is such a thing as 
appendiceal colic, which may occur without 
leaving traces of inflammation behind it. It 
is due, | think, to an effort of the appendix 
to get rid of some foreign body, fecal or 
otherwise, and is analagous, of course, to 
an intestinal colic. If you cannot prove it, 
at least it is difficult to dispute. I have 
seen instances in which such a colic seemed 
to exist and at operations done a foreign 
body discovered without inflammatory 
changes. It would stand to reason that the 
rigidity would be less and rise of tempera- 
ture would be absent.” 

VAN HOOK: “It is characterized by 
spasmodic pain, with rigidity of the ab- 
dominal wall, disassociated with inflamma- 
tory condition of the appendix. THERE 
CAN BE NO ELEVATION OF TEMPERA- 
TURE. Pain and rigidity is due to pro- 
tective effort. Collapse may be a factor 
and the whole difficult to differentiate from 
true appendicitis. As a rule colic are recur- 
rent. Patients recognize the similarity in 
the attacks. Learns that the pains seem 
to first involve the whole abdomen and soon 
become concentrated about the appendix; 
possibly of only a few hours or days, leav- 
ing a soreness in the location of the appen- 
dix.” 

He also says: “Tormina or colic of the ap- 
pendix is a malady distinct from, although 
it may be coincident with, appendicitis.” 
With which point | And where 
colic Occurs one may, later, get appendicitis, 
usually does. A subnormal temperature 
must be considered with interest 
it may precede fever, and be due to the 
depressing action of toxines. 

KELLY!!! ON PAIN: Onset sudden in 
forty-three per cent cases admitted to John 
Hopkins hospital, sharp, cramp-like in ab- 
domen. Occurs in RLOQ in thirty-three 
per cent cases twenty per cent no definite 
localization, pain radiating through whole 
abdomen. The second most frequent loca- 
tion was umbilical region, and in somewhat 
fewer cases primarily in epigastric region. 

I believe it is the concensus of opinion 
that appendiceal colic does not preclude the 
necessity of an appendectomy in such 
cases. 

WARBASSE}: 

“Colic should be distinguished from 
appendicitis. Also the surgeon should 
always be ready to remove the appen- 
dix, because the condition which pro- 
vokes the colic may continue and en- 
graft inflammation upon it.” 


agree. 


because 


AN ADVERSE OPINION BY J. B. MUR- 
PHYS: 
“It has been erroneously that 
normal appendices have been removed 


said 


in cases where diagnosis of appendicitis 
made. \ PROMIN- 
\IADE THE 


Was previously 
ENT SURGEON ONCE 
REMARK THAT HE HAD SEEN 
SEVERAL NORMAL APPENDICES 
REMOVED IN ONE MORNING AND 
IN A SINGLE AMPHITHEATRE: 
“In reference to this remark I wish 
to state that an appendix from four 
to ten weeks after the acute inflamma- 
tory process can be restored to its nor- 
mal gross appearance; the microscope 
being the only means of demonstrat- 
ing the previous existence of the lesion. 
This has led to many misrepresenta- 
tions and many erroneous observations 
when the appendix has been removed 
in the interval. It can not be too force- 
fully impressed, the restorative prop- 
erties of the appendix, after inflamma- 
tion, returning to almost normal appear- 
ance. In the last year and a half I 
made it a point that my pathologist 
should examine with great care every 
appendix. Consulting my pathological 
records, I have found that in about ten 
per cent of the appendices for which 
the pathologist, in his description, has 
chosen the expression, ‘Almost normal 
appendix,’ the microscopical records 
read either ‘Round-cell infiltration of 
the mucosa,’ or ‘Marked round-cell in- 
filtration of the mucosa,’ or ‘Miliary 
abscesses in the mucosa and submucosa,’ 
or ‘Hemorrhage of the mucosa and sub- 
mucosa,’ or even ‘Disappearance of the 
mucosa,’ “Thickening of the muscularis 
and thickening of the vascular coats.’ 
MURPHY? ON SYMPTOMATOLOGY : 
“It is often recurrent, but is NOT as- 
sociated with FEVER. It is always 
of short duration. Also in appendiceal 
colic abdominal tenderness or muscular 
defense are absent.” 

Doctor BAILEY made a _ pathological 
examination of an appendix for me in a 
case that I diagnosed, before the opera- 
tion, as one of Appendiceal Colic, and failed 
to find any round-cell infiltration, or any 
abnormality whatsoever. 

I had a case also walk into my office, all 
doubled up, hand supporting McBurney’'s 
area, arriving at the examining table he 
doubled back, slipped up on the table, 
stretched out and did not draw up his knees. 
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On pressure over the appendiceal area he 
stated pressure relieved the pain. There 
temperature. My diagnosis was 
appendiceal colic, operation not imminent, 
but should do it later, as attacks will prob- 
ably recur. 


was no 


CONCLUSIONS: Summarizing the find- 
ings— 

1. Appendiceal colic, has, at times, a sep- 
arate entity: 

I believe the majority of operators will 
concede this contention. Such 
has been quoted from a number, as,: War- 
basse!®, Murphy's, Freeman!®, Van Hook, 
McCosh!7. An old adage of Doctor J. B. 
Murphy’s® was: “No temperature, no ap- 
pendicitis.” He stated that in one case 
where no temprature had been present in 
the first thirty-six hours of the attack, he 
refused to operate on the patient, although 
she was on the operating table, he manipu- 
lated the supposed appendiceal abscess and 
found it to be a displaced kidney 


concession 


2. It is a factor in the preoperative diag- 
nosis. 

I believe we all have had cases where the 
degree of pathology anticipated was not 
verified on operation. Is it not better to 
anticipate the absence of pathology and 
operate on a case of appendiceal colic, than 
to be chagrined because the expected was 
not verified? I repeat, the case of Colic 
will become, no doubt, one of appendicitis, 
and should be removed. 


3. It can exist with, or without, any rec- 
ognizable pathology: 

Doctor Murphy disagrees with me. Many 
will agree with me, however, and I have 
referred to one case which Dr. Bailey will 
verify. Also the “Prominent Surgeon” 
mentioned by Dr. Murphy will agree with 
me. 
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ACUTE APPENDICITIS 
A. S. RISSER, M. D., F. A. C. S. 
Blackwell, Oklahoma 


If any justification is needed for present- 
ing before this section a paper on such an 
everyday subject, that justification will be 
secured by a statement of the reasons which 
moved the writer in preparing the paper. 

First: The writer believes that the pur- 
pose of a scientific paper should be the ad- 
vancement of the sci medicine— 
should be to increase the efficiency of the 
healing art in conserving health and pro- 
longing life rather than to indulge in verbal 
Pp) rotechnics or publicity propoganda. 


science ol 


Second: The appendicitis patient, like the 
poor, we have always with us. In other 
words, appendicitis is the most frequent, 
single, severe, acute organic disease of the 
abdomen—and one of the most dangerous. 

Third: It has been the experience of the 
writer—as it is, perhaps, of most surgeons 
who do referred work—that too large a 
proportion of the referred cases which he is 
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asked to operate are delayed cases in which 
such complications as rupture of the ap- 
pendix, abscess formation and intestinal ob- 
struction require drainage and thus entail 
a prolonged convalescence and the danger 
of permanent and crippling sequelae. The 
result of such delay is known by its fruits— 
the mortality and morbidity rate of appen- 
dicitis has not been lowered in the past fif- 
teen years as our knowledge of the disease 
would warrant. Edward H. Oschner (1) 
reported 373 deaths from appendicitis in 
Chicago in 1919—and he continues: “As 
appendicitis is not a reportable disease tt 
is impossible to deduce the mortality.” He 
concludes that, “The mortality rate in «p- 
gendicitis in Chicago is still somewhat too 
high.” 

The latest statistics of the Prudential 
Life Insurance Company (2) show a total 
of 10,029 deaths from appendicitis in 1919, 
in a population of 85 million—the registra- 
tion area of the United States. Think of 
it! Such a death rate is appalling and, it 
seems to the writer, absolutely unjustifiable 
in a disease which is so common, which 
ought to be so thoroughly understood, the 
symptoms of which are so uniform, usually 
so clear cut, and the prompt treatment ol 
which is so successful in conserving health 
and saving life. 

The words of the late John B. Murphy 
are almost as true today as when he utteree¢, 
them on April 7, 1915. Let me quote thein 
from the June 1915, “Clinics.” 

“Just recently a critic took a Chicago 
surgeon to task, in the columns of a medical 
journal, because the latter had published a 
colored picture of a gangrenous appendix in 
connection with a practical talk on its 
proper treatment. The critic intimated 
that appendicitis was ancient history. It is 
ancient history; but does that statement 
mean that all practitioners are masters of 
the subject, or that the disease is efficiently 
handled at the present time? 

“In looking up recently for the ‘Year 
Book of Surgery’ hospital statistics on the 
results of operations for appendicitis, what 
mortality rate do you suppose I found? 
The average hospital mortality rate is just 
a little over ten per cent! This includes 
appendicitis cases of all classes brought to 
the hospital for operative treatment. 

“Is it time to stop talking about ap- 
pendicitis? No! It is just time to begin 
talking about appendicitis, and talking most 
seriously and earnestly about it. When you 
know that in our best hospitals better than 
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ninety-eight per cent of all acute appendi- 
citis cases, including those with abscess and 
peritonitis are saved, and when you know 
that scarcely one out of a hundred cases 
of acute appendicitis operated upon during 
the first twenty-four hours of the attack 1s 
lost, think what the results must be in the 
other hospitals to make the general average 
so appalling! There is no palliative excuse 
for a mortality rate of ten per cent in ap- 
pendicitis. The rate is simply shocking. 
These patients did not die because of the 
operation—do not misunderstand me—they 
died in spite of it. They died in a hospital 
under a surgeon's management, but they 
died not so much because of any fault in 
technic as because of the fact that they did 
not reach the hospital in time for a success- 
ful operation. Procrastination was the 
cause of death—the almost criminal cause. 

“*The initial symptoms of appendicitis 
are clean-cut and almost unmistakable. The 
later symptoms are equivocal and not to be 
relied upon. The mode of onset of an at- 
tack of appendicitis is no clue to its prob- 
able course of complications. We can never 
tell in a given case what the next day will 
wring. Therefore, operate today! By opera- 
tion we take the course of the disease into 
our own hands. By not operating we leave 
the case in the hands of a blind and often 
terribly cruel fate.’ ” 





When we remember the great skill and 
experience and conscientiousness of Dr. 
Murphy these words of his should have a 
tremendous weight with the rank and file 
of physicians—particularly since they are 
corroborated and seconded by practically 
every surgeon of experience in America. 
\nd not only so; our foremost internists 
are practically a unit in agreement with the 
teachings on appendicitis as voiced by Dr. 
Murphy. Let me quote from a recent ad- 
dress b+ Dr. Norman Bridges, (2) a well 
known .nternist of Los Angeles: “We in- 
ternists have almost as large a responsibility 
as the surgeons themselves. We ought not 
only to seek to have every appendicitis 
case operated upon early, but we ought, for 
numerous other conditions and mysteries 
in the abdomen, to insist upon exploratory 
laparotomy when it can be done by a sur- 
geon of large experience.” 

Why then, if the leading internists and 
the surgeons are agreed as to the treat- 
ment of appendicitis, do we continue to 
lave this tremendous toll of death exacted 
by the disease? Nor is the mortality rate 
the only loss. Great as it is, the complica- 
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tions ensuing in the neglected cases which 
survive are equally disastrous. For every one 
person who dies of appendicitis there are 
many who, besides undergoing a more dif- 
and dangerous operation because of 
longed convalescence, 
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the delay, 


incur greatly increased hosnit 
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il expense a 
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in even intestinal oughing 


and hernias, secondary infection: 
of the gall bladder and bile passages or of 
the pelvic organs, subphrenic and liver abs- 
pyemia. It must admitted that 
most of these sequelae are essentially the 
complications of delay. j 


wounds 
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cess, 


To recur to my former question: If the 
surgeons and the leading internists are 
agreed as to the virtues of an early opera- 
tion in acute appendicitis in order to save 
life and to forestall such crippling compli- 
cations, whose is the responsibility for the 
continued, deadly delay in the early diag- 
nosis and proper treatment of this danger- 
Charitable as we may wish 
to be, we must acknowledge that it is the 
general practitioners, the family physicians 
who see the vast majority of appendicitis 
cases first. Therefore, the burden of proof 
is on them to show that they are alert to 
detect this disease in its incipient stage and 
that they influence the patient to accept 
an early operation—early, that is, with ref- 
erence to the beginning of the attack. But 
so long as there are physicians who see in 
abdominal pain and vomiting only a “belly 
ache”—and to whom every ablated appen- 
dix is “normal” unless it is gangrenous or 
perforated—so long will this army of poor 
unfortunates be compelled to reap a har- 
vest of suffering and death. We ought to 
be broad enough to admit that if we do not 
vastly improve this record we shall be un- 
true to the best ideals and to the highest 
standards of our profession. It ought to 
be worth the while of any body of progres- 
physicians to review the symp- 
this important disease, and to 
consider briefly the treatment. 


ous disease ? 


sive 
toms ol 


The question of differential diagnosis in 
the vast majority of cases will be confined 
to the consideration of only a few other 
conditions likely to be mistaken for acute 
appendicitis. Chief among these are dis- 
eases of the gall bladder and of the bile 
passages, the several varieties of intestinal 
obstruction, ulcer of the stomach or duo- 
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denum, pelvic disease, especially right 
sided salpingitis, or possibly ruptured ec- 
topic pregnancy, and disease of the right 


kidney or ureter, such as pyelitis, stone or 


stricture with retention and infection 
What are the usual symptoms of acute 
infection of the appendix? As Murphy so 


emphatically said: “The initial symptoms of 


1 almost un 


appendicitis are clean-cut and 
mistakable. The later symptoms are equiv- 
ocal and not to be relied upon.” This is true 
for the that the intial or primary 
symptoms are reflex—due to mucous mem 
brane irritation—while the advanced symp- 
toms are secondary—due to peritoneal ex 
tension or, in other words, to complications 
In the majority of cases of uncomplicated 
acute appendicitis—in ninety per cent at 
least—Murphy’s dictum holds true—for the 
symptoms of appendicitis have not changed 
in the least since Murphy’s death. They 
are as characteristic as ever, and the diag- 
nosis can practically always: be determined 
by a careful inquiry into the symptoms and 
the order of events in which they occurred. 


reason 


Pain, sudden in onset, is the first symp- 
tom of which the patient is conscious. In 
fact, it is very striking how many of our 
patients are awakened from sleep by the 


pain. The pain is continuous, yet with ex- 
acerbations and, during the first six to 
twenty-four hours, is general over the 


epigastrium. It does not begin in the lower 
abdomen or lateral or pelvic quadrant. ff 
it is referred to any other region than the 
epigastrium, in the beginning, be on the 
lookout for some other diagnosis than ap- 
pendicitis or, at least, for complications. 
(I am speaking, now of acute appendicitis 
not associated with other painful lesions.) 
Following the pain at variable intervals and 
in varying degrees, there occur in most 
cases nausea and vomiting. This may range 
from slight, transient, almost negligible 
nausea to occasional or almost continuous 
and intractable The important 
thing to remember is that the nausea and 
vomiting follow the pain, they do not pre- 
it, as is more usual in gall bladder 
disease. 


emesis. 


cede £ 

Closely associated with the nausea and 
vomiting and the pain is the appearance of 
abdominal sensitiveness, tenderness on 
pressure. In the majority of cases this so- 
called “point tenderness” will center ap- 
proximately over McBurney’s region. But 
we must not forget that, perhaps, of all the 
organs in the body, the appendix varies 
most in its location; and the point of great- 
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est tenderness to pressure will be deter- 
mined by the position which the appendix 
occupies. Thus, I have found this point in 
the gall bladder region when the gangren- 
ous tip was pointed high up under the liver ; 
in the right renal region, when the append'x 
was retrocaecal; and low down over the 
pubes in a case where the appendix was 
adherent to the bladder. It is especially 
important to remember the various loca- 
tions of the appendix in children with ab- 
dominal disease, for this variability in- 
creases the difficulty of early diagnosis 
while at the same time early diagnosis and 
treatment are particularly important, be- 
cause children have less resistance to infec- 
tion and less omentum for protection 
against infection in the peritoneal cavity. 


It may be remarked in passing, that if 
the tenderness is diffuse over the abdomen, 
the process of diagnosis must include the 
consideration of intestinal kinks, pericolic 
membranes and other complications. 


The pain and tenderness are accompanied 
by rigidity of the abdominal muscles. This 
is usually marked in the lower portion of 
the recti and lateral abdominal muscles, but 
the muscles involved will depend somewhat 
on the location of the appendix, and the 
degree of rigidity will be influenced by the 
amount of parietal peritoneum involved, 
and by the nervous constitution of the pa- 
tient. 


Fever is generally present in some degree. 
Usually it is moderate, though it may be 
high and accompanied by a rigor. It is to 
be remembered, however, that continued 
fever is a sign of abseess formation or ex- 
tension, and that a sudden drop in the tem- 


perature may indicate a perforation, es- 
pecially if accompanied by signs of shock, 
increasing pulse rate, and other symptoms 


of beginning peritonitis. Otherwise, the 
pulse and temperature are not usually dis- 


tinctive. 


Leuocytosis is present and the differen- 
tial count is necessary since it is the relative 
increase of the polynuclear leucocytes which 
is characteristic of infection. However, it 
is not safe to depend on the leucocyte alone 
as a measure either of the virulence of the 
infection or of the resistance of the pa- 
tient. 
appendicitis 


In fact, the diagnosis of 


should be made not on any one symptom 
alone, but only after a consideration of all 
the symptoms, 
history. 


correlated with a careful 
Failure to secure a careful his- 





tory is probably responsible for more errors 
in diagnosis than any other fault. Since 
it is as regrettable to diagnosticate an ap- 
pendicitis that is not present as it is to fail 
to do so when the disease is extant; and, 
since cases do occur in which anamolous 
symptoms will tax the ingenuity of the 
most skilful, each case should be measured, 
not only by what might be called the positive 
symptoms of appendicitis, but the process 
of diagnosis by exclusion must be employed 


also. 


Briefly, the mental process should be 
something like this: Is it gall bladder 
trouble? If the patient is “fair, fat and 
forty,” if the symptoms of gastric 
sia have been present, if the pain remains 
localized in the epigastrium or radiates to 
the shoulder or through to the back, if 
jaundice is or has been present, if muscular 
rigidity is present only in the upper part of 
the right rectus—then the disease probably 
has its origin in the gall bladder. Is it 
acute pancreatitis? Here again we must 
inquire for a history of gall bladder trouble 
which often precedes. Vomiting is often 
persistent and distention and symptoms of 
intestinal obstruction occur. The pain is 
epigastric, is agonizing in character, often 
radiates to the back, and is accompanied 
by symptoms of shock. Perforating ulcers 
of the stomach and duodenum are likewise 
accompanied by terrific pain and signs of 
shock. Muscular rigidity also occurs early, 
as do symptoms of beginning peritonitis. 


dyspep- 


Are the symptoms due to the disease in 
the kidney, ureter, or bladder? This is an 
important question and one it would seem 
not always answered correctly. In a recent 
paper, (3) Dr. John R. Caulk reported a 
series of cases up to 1916 of urninary stone 
(renal and ureteral) of which twenty-seven 
per cent had had appendectomy performed 
without relief! Even in the last five year 
period ten per cent of urinary stone cases 
reported by him had been subjected to re- 
moval of the appendix. Since the art of 
surgery is equally discredited by operations 
which are unproductive of good as by fail- 
ure to perform them when they are indi- 
cated, we must use all the means available 
to make certain of the diagnosis. Briefly, 
in the differential diagnosis between dis- 
eases of the appendix and of the urinary 
organs, we should note carefully the onset 
and order of occurrence of the symptoms— 
in other words, i. e., get a careful history 
of the case. Generally, nausea and vomiting 
are less frequent in urinary disease, mus- 
cular rigidity and abdominal distention are 
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less marked, while chills and fever are often 
more pronounced. Leucocytosis is not so 
pronounced. The pain present in urinary 
disease often radiates to the bladder or 
perineum or external genitals. But all these 
symptoms should be supplemented by a 
careful and complete urinalysis and x-ray 
examination. 


Only brief reference can be made here to 
the frequency with which we must differ- 
entiate between disease of the appendix and 
disease of the female pelvic organs. This 
subject requires a paper in itself, and I de- 
sire to call attention here, merely to the 
necessity of considering such diseases as 
salpingitis, ectopic pregnancy, paranetritis, 
and ovarian disease. A careful consideration 
of all the symptoms, a complete physical 
examination, and the obtaining of a full 
history should be our aim as essentials to 
a correct diagnosis and proper treatment. 


In closing, may I add a few remarks as 
to my ideals of treatment of appendicitis? 
First: It should be an absolute fixed rule 
that every patient with acute pain in the 
abdomen should be confined to bed and be 
kept under observation. Since the severity 
of the pain varies so greatly this rule is 
often difficult of enforcement. The two 
rules, however, which are of most import- 
ance in the non-surgical treatment—if it can 
be properly said there is such a treatment 
—and the two rules which are most fre- 
quently violated and followed by the most 
disastrous results are these: Withhold all 
food, and next, do not give purgatives. 
Next to delay in operating, the administra- 
tion of purgatives and the giving of foods 
are directly responsible for the largest 
share of fatalities in appendicitis. There 
is hardly a single acute abdominal condi- 
tion which even appendicitis 
which is not made worse by food and purg- 
atives. ls it obstruction? Many a case of 
mild obstruction, both mechanica! and para- 
lytic, has been aggravated by tood and 
purgatives causing the bowels to become 
still more active in peristalsis, more tightly 
constricted at the seat of obstruction, more 
dilated and oedematous, more paralytic, 
more toxic and lethal in their contents. Is 
it gall stones or gall bladder inflammation? 
There are indeed few men of experience 
who would counsel food when the primary 
symptom, aside from pain, is indigestion. 
Is it ulcer of stomach or bowel? Only an 
amateur in medicine would crowd food and 
infective material into a hollow organ with 
weakened, or perhaps perforated walls. [t 


resembles 


is equally dangerous to give food and purg- 
atives in practically every other form of 
acute abdominal infection, be it acute pan- 
creatitis, Meckel’s diverticulum, mesenteric 
thrombosis, salpingitis, ruptured ectopic 
pregnancy. The old method of giving mor- 
phine and opium to stop peristalsis was in- 
finitely superior to the modern method of 
giving food and purgatives. Though opium 
can never replace operation, it is at least 
1 life saving measure in that it assists nature 
in confining the infection to one circum- 
scribed area—while purgatives and_ food 
tend to spread the deadly infection to wide 
areas of unprepared and unprotected peri- 
toneum. Foods and purgatives are instru- 
ments of death in appendicitis. We need 
in every community new disciples of the 
Murphy-Ochsner treatment—and let us re- 
member that the distinguished men whose 
names are applied to this form of treat- 
ment, emphasize especially the fact that it 
is recommended only for the late—the so- 
called neglected cases of appendicitis. 

We practitioners need to be convinced 
of the truth of these statements, and we 
should exercise the courage of our convic- 
tions when our patients and their families 
fear the patient will starve if we withhold 
food temporarily or will suffer undefined 
misfortunes if the bowel action is delayed. 
Let us tell our patients, their family, and 
friends that temporary constipation is an 
effort on the part of nature to limit and 
throw off the danger—that food and purg- 
atives in the presence of acute abdominal in- 
fections cripple and kill. Our mortality and 
morbidity rate will be tremendously lowered 
and our professional conscience will be 
vastly clearer. 

; REFERENCES 
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Read before the State Medical Association, May 
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Joe. 


Discussion: Dr. Horace Reed, Oklahoma 
City. 

These papers are most timely. And such 
papers will continue to be of interest as 
long as, on the one hand, patients are being 
subjected to operations for something they 
do not have, or on the other, are permitted 
to die with acute appendicitis. 

Dr. Long gives a review of the anatomy, 
embryology of the appendix, and also dis- 
cusses appendicitis and appendiceal colic. 

It is not necessary that we should try to 
learn something new about the cause of ap- 








10 JOURNAL GF THE OKLAHOMA STATE MEDICAL ASSOCIATION 


pendicitis, nor is it important that any new 
diagnostic signs be discovered. In about 
ninety per cent of the cases the diagnostic 
signs are so clear cut that he who runs may 
read. In the other ten per cent conditions 
are usually such that one can take time for 
observation. Either the symptoms are so 
mild justifying the doubt that appendicitis 
is the trouble under investigation, or the 
patient has passed to the other extreme be- 
fore being seen by the physician, and the 
primary symptoms have become shrouded 
in the tragical signs of generalized periton- 
itis. In the first instance, surgery is not 
urgent, while in the second it is usually in- 
advisable. 


For practical purposes I would reduce the 
quintet of symptoms as mentioned by Dr. 
Long to four (1) diffuse abdominal pain to 
be followed by (2) nausea, (3) fever, and 
(4) evidence of localization in the right 
lower quadrant with no extenuating cir- 
cumstances, is justification enough for the 
removal of the appendix, and I am frank to 
say that with every facility for the prompt 
investigation of the leucocyte count, the 
report sometimes reaches us after the 
operation is already under way. No in- 
stance can be recalled in which waiting for 
the count would have changed our course 
of action. What I want to emphasize is 
that acute appendicitis can be diagnosed at 
the bedside without the aid of the micro- 
scope and should be so diagnosed by the 
family physician. 


Do not misunderstand me to advise 
against thorough investigation. Far be it 
from me to give such an impression, nor 
do I wish to be classed as a sensationalist, 
but when we face a mortality of over ten 
per cent in a condition which should be and 
which can be made to be less than one per 
cent there is need of an awakening, and any 
means which would serve to bring about 
such an awakening would seem justifiable. 

Dr. Risser’s paper is an indictment of the 
profession. I wish that I were able to 
challenge his statement that the blame for 
the present mortality in appendicitis falls 
largely on the general practitioner. Pro- 
crastination in acute appendicitis is the thief 
of lives. Active gatharsis is its handmaid. 


Discussion: Dr. J. A. Gregoire, Drumright, 


Oklahoma. 


Dr. Long’s paper is very interesting to 


me. He first takes up the anatomy and the 


embryology of the parts and once more 
brings old things anew to our minds. I 
believe the idea a commendable one. It 
will help us to a more comprehensive under- 
standing of the subject. 

The human system is a system of 
It is quite impossible to have a lesion of one 
without sympathy of the others. We have 


wrong 


systems. 


vomiting in appendicitis, nothing 
with the stomach, but a sympathy through 
the reflex system. We note carefully what 
various authors have to say by way of opin- 
ion, while we know opinions never establish 
a fact. I will admit many times we, at the 
incipiency of a trouble, treat patients on 
opinion but we should not be satisfied until 
we have fully and completely diagnosed the 
case. 

The word “disease” is applied to a struc- 
tural change while “disorder” is restricted 
to a functional derangement. Since the 
function of the appendix is known, it is a 
little hard for me to understand what a 
deranged function would be. The doctor 
is trying to differentiate between what he 
calls appendiceal colic and appendicitis and 
gives two main reasons: absence of leu- 
cocytosis and lack of rigidity of the abdom- 
inal muscles. He should include absence of 
temperature. In the first place we can 
have a leucocytosis without any reference 
whatever to the appendix. Rigidity of 
muscles are often very slight in well marked 
cases of appendicitis, which we have later 
confirmed by operation. It is not reason- 
able to conclude because we have pain, no 
rigidity of muscles, absence of leucocytosis 
in the very incipiency of the trouble, that 
we have no appendicitis. To my way of 
thinking we might have the conditions 
enumerated by the doctor upon which he 
diagnoses appendiceal colic and it be ap- 
pendicitis. 

The terminus of any trouble does not 
diagnose the case since in many cases we 
get resolution for the time being. A typical 
case will present all the symptoms common 
to that disease but we are forced under 
many circumstances to make diagnosis 
without what would be a leading symptom 
in other cases. It seems to me that Dr. 
Long is trying to make a distinction with- 
out any material difference. For a diag- 
nosis we should attach much importance to 
the history of the case. If one or two 
things are absent and others well pro- 
nounced it is better to err early in the case, 
operate, and give the patient a better chance 
of his life. 

Now with reference to Dr. Risser’s paper 
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I wish to say that I have had the pleasure 
on various occasions to hear papers read 
upon the subject of appendicitis. Also I 
have read after various authors, but at no 
time have | ever known this subject to be 
covered so completely as Dr. Risser has 
done in this paper. I can appreciate the 
importance that he emphasizes upon early 
diagnosis. Having done, and am still doing 
rural practice, I have the opportunity to see 
every now and then, that life has been 
sacrificed. Wherein the family physician 
has waited for the neighbors to help him 
make his diagnosis, and then the case was 
referred to the surgeon, too late for simple 
appendectomy. What would have been a 
snnple appendectomy with no mortality, 
uuow becomes the treatment for purulent 
peritonitis of the severest type with a 
dreadfully high mortality and morbidity 
rate. 

After studying this paper carefully, I am 
of the opinion that reprints thereof should 
be sent to every physician within the State 
and I emphasize here that it is worthy of 
careful study by every doctor within the 
State. lf this were done, I feel confident 
that mortality in appendicitis will be ma- 
terially lowered by this time next year. 

I thank you. 


ACUTE APPENDICITIS IN CHILDREN* 
MARVIN E. STOUT, M. D. 
Oklahoma City, Okla. 


The acute surgical problems of childhood 
are usually seen first by the pediatrician, 
second by the surgeon, and too frequently 
this consultation results in either the one 
or the other assuming the complete control 
of the case to the exclusion of the other, 
when to my mind there are no conditions in 
medicine that call for a closer relationship 
between the pediatrist and surgeon than do 
these problems of childhood. They are 
aever wholly surgical or wholly medical. 
it has been my experience that pediatricians 
may be given to error by procrastinating too 
long in an effort to make a complete pos- 
itive diagnosis before consulting a surgeon, 
but surgeons err much more frequently in 
assuming that a well delivered operation 
constitutes the whole of the treatment. 

There are no class of cases that require a 
more carefully regulated diet, and more 
careful medicinal supervision than do child- 
ren following a major surgical ordeal ot 





*Read in Section on Pediatrics and Obstetrics, 
30th Annual Meeting, Oklahoma City, May 1, 1922. 


any nature. Children do not stand surgery 
as well as adults, they are more given io 
digestive disturbances, pneumonia, and all 
forms of post operative sequelae than are 
adults, but as important as this may be, 
early diagnosis and early surgery, when 
indicated, is even more essential, for acute 
surgical lesions develop more rapidly in 
children. They do not tolerate them as 
well. The early symptoms are more obscure, 
and they are more likely to be confused 
with some of the acute febrile conditions 
that are so much more common to children 
than adults. 


Appendicitis is the most frequent, acute 
surgical problem that I have been called 
upon to operate for in children. It occurs 
at all ages. The youngest patient I have 
operated was eleven months old, which was 
a suppurative case, and gave a distinct his- 
tory of typical attacks extending back to 
within two months of its birth. The ap- 
pendix was ruptured at the time of opera- 
tion, with free pus, and there were numer- 
ous old adhesions from previous attacks. 


The number of case reports in children 
under a year of age are not very great, but 
the difficulty in diagnosis, and the prevail- 
ing opinion among the laity that “they are 
too young to have appendicitis” makes me 
think that there are a considerable number 
of cases that do not come to surgery. We 
have operated numerous cases in children 
two or three years old, and the literature is 
filled with reports of cases in children of 
this age. 

Diagnosis 


As proof that the diagnosis is more diif- 
ficult to make, and is much more frequently 
overlooked, we have but to consult our own 
records which show that fully ninety per 
cent of the cases operated by us have been 
ruptured at the time of operation as against 
a reverse ratio in appendicitis in adults, and 
this does not represent any one man’s work, 
as our cases are scattered over a wide area 
of the State, both in adults and children, and 
usually the diagnosis has been made before 
we see them. 

The most common mistake which I have 
noticed in cases coming to us is that they 
have been treated for some of the acute 
digestive disturbances, frequently by the 
parents, and occasionally by the physician. 
Children are so given to “stomach ache” 
from the various digestive disturbances, 
and the over loadings which they indulge 
in, that this mistake seems almost excus- 





able, but I have noticed that when they fall 
into the hands of a physician that system- 
atically examines every case of “stomach 
ache,” making a careful search for tender 
points, supplementing this with a_ blood 
count, instead of prescribing the proverbial 
dose of castor oil, there are not so many 
pus cases. If we spend less time inquiring 
what the child has eaten and more in hunt- 
ing for tender points in the abdomen we will 
make better diagnoses. 


Appendicitis is frequently mistaken for 
intussusception or some form of obstruction, 
but this is not a serious blunder since both 
conditions are surgical and the trouble is 
usually found at operation. The principal 
thing is to recognize that it is surgical and 
have it operated early, rather than to wait 
too long trying to make a positive differen- 
tial diagnosis. 


The only case that we have failed to find 
at operation, when this question was to be 
settled, was in a girl about eleven years of 
age who had the only distinct Lane’s kink 
that I have seen in a child. This was over- 
looked at operation and upon continuation 
of the symptoms, she was_ re-operated 
thirty-six hours later, the band was released 
and the patient recovered after a desperate 
fight. 

Right sided pyelitis is not so uncommon 
in children, and is also mistaken for appendi- 
citis at times. Only recently a case con- 
sulted us wherein this mistake had been 
made, which reminds us of the importance 
of routine urinalysis (microscopical) in all 
cases, and further renal study when indi- 
cated by the urinary findings. 


At one time I mistook a sarcoma of the 
cecum for appendicitis, with a walled off 
abscess in a two year old child, but these 
are rare conditions that only occur once in 
a life time. However, the acute Bronchial 
infections that accompany the exanthemata, 
colds, etce., may be mistaken for appendicitis, 
and it is a common thing for a basal pneu- 
monia or a diaphragmatic pleurisy to give 
all the signs of an advance appendicitis, or 
more commonly a peritonitis which may be 
attributed to the appendix (the appendix 
being responsible for ninety-five per cent 
of all peritonitis in children). This mistake 
is so common that no child should be oper- 
ated until a careful examination of the 
chest has been made, and where there is 
the least element of doubt. This should be 
done by a pediatrician who is accustomed 
to making tactful examinations of children. 
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There is one thing to bear in mind, that all 
the symptoms are usually exaggerated in 
chest cases, including the blood count and 
the abdominal rigidity, and one other thing 
that is usually neglected, and that is an X- 
Ray of the chest, will frequently show a 
basal pneumonia before it can be detected 
by physical signs. Murphy laid down the 
classical symptoms of pain, tenderness, 
fever, nausea and leucocytosis, but fever, 
nausea and leucocytosis are not present t 
all times in every case, and even pain is not 
a constant factor. However, it is usually 
present and tenderness to deep pressure is 
practically always present, and it is seldom 
caused by anything else, so that I have 
come to rely on it as the most valuable aid 
in making a differential diagnosis. In 
children it often requires considerable tact 
and patience to elicit it, but one should never 
fail to be certain about local tenderness in 
every case of stomach ache. If we are very 
careful relative to this point alone it will 
save us from overlooking many unsuspected 
cases of appendicitis. 


Treatment 

I have come to believe that every case of 
acute appendicitis, ruptured or unruptured, 
should be operated as soon as it is seen. 
This may not hold true for every case of 
diffuse peritonitis due to a ruptured ap- 
pendix and there may be a few specific 
cases where the patient has traveled some 
distance to reach a surgeon, where it may 
be advisable to allow them a period of rest 
before operation, where the appendix is al- 
ready ruptured, but, as a rule I believe the 
earlier they are operated the higher per 
cent of recoveries we will obtain. We are 
also removing a greater number of appen- 
dices at the primary operation than we have 
in the past, but in regard to this point each 
patient should be a law unto himself. Also 
the deftness of the operator enters into it 
as well as the condition found at operation. 
The more expert a surgeon becomes the 
higher percentage of appendices he can re- 
move with safety, and the better his judg- 
ment becomes as to which can, and which 
cannot be removed with safety. Further- 
more, a regular assistant, a highly trained 
anesthetist and a stationery sterile nurse 
facilitate the work of the work of the sur- 
geon and enables him to remove some that 
he would not otherwise undertake. Every- 
thing that lends to gentleness and rapidity, 
without undue haste adds to the chance of 
recovery, for children will not stand rough 
and long handling. 
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But as pediatricians you are not so inter- 
ested in the technique as you are in the 
early diagnosis and management prior to 
operation and in this connection I must say 
that I am convinced that castor oil is res- 
ponsible for more damage in acute appendi- 
citis than any known factor. Do not give 
oil or any other purgative to any case of 
“stomach ache” until you are certain that 
it is not appendicitis. 


Every time you are called to see a child 
with the “stomach ache” or “indigestion” 
set yourself the task to prove that it is not 
appendicitis before leaving it. If you can- 
not do this and feel you must have more 
time, withhold all purgatives, withhold all 
foods and everything else by mouth except 
small sips of hot water. Give him an enema 
if you like, place him in the Fowler position, 
and do not give narcotics to mask your 
symptoms until the diagnosis is made. Go 
back to see him every five or six hours and 
«examine his abdomen carefully for tender 
points. 


Discussion: Dr. Eva Wells, Oklahoma 


City, Okla. 


The essayist emphasized the 


fact that, acute surgical conditions are 
usually seen first by the Pedia- 
trician. This is true, and we know that 


the Pediatrician or family Doctor must 
always be on his guard, when a child pre- 
sents acute abdominal symptoms. There 
are two special peculiarities of appendicitis 
in children, namely the insidiousness of its 
onset, and the rapidity of its progress to- 
ward perforation, with the consequent pro- 
duction of peritonitis. It is these two fac- 
tors which influence the mortality so un- 
favorably. The knowledge of these condi- 
tions should render the family doctor all the 
more anxious to call in surgical counsel. 
Early diagnosis is the keynote, and is not 
easy to make in a child, it usually requires 
a great deal of tact and patience on the part 
of the doctor. In many cases the symp- 
toms of appendicitis in children, are like 
those in adults, presenting the familiar pic- 
ture of abdominal pain, localized tenderness, 
muscular rigidity, fever and vomiting. This 
type we see in older children, but in younger 
children the clinical symptoms are very 
typical and present the greatest difficulty 
in diagnosis. 
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Pain is indefinite and hard to recognize, 
sometimes it seems to be paroxysmal, com- 
ing on at intervals, with attacks of crying, 
it is not often referred to the right iliac 
region, but to different parts of the ab- 
domen. 


Tenderness on abdominal palpation is still 
more difficult to recognize than pain, as 
young children cannot aid the doctor in 
saying when palpation hurts them. He 
must judge by the facial expression and ac- 
tion of the patient. They often resist ex- 
amination strenuously, and for this reason 
muscular rigidity is hard to determine, 
therefore mistakes are more often made in 
diagnosing appendicitis in children than in 
adults. 


One writer states that Leucocytosis is the 
most constant symptom. In his series of 
several hundred cases, the average l,eu- 
cocyte count was 17,400, with an average 
of eighty-two per cent polymorphynuclears, 
ind if the patient showed a low leucccyte 
count with high polymorphynuclears, the 
prognosis was bad, on the other hand a high 
leucocyte count with high polymorphynu- 
clear count, indicates a favorable outcome. 


The principal conditions that may be con- 
fused with appendicitis in children are pneu- 
monia, pyelitis, Potts disease, typhoid fever, 
and intestinal obstruction. 


Pneumonia gives a higher Leucocyte 
count than appendicitis, so that is not a dif- 
ferential point, but a careful chest examina- 
tion should be made in all cases. Rapid 
respiration, cough, flushed cheeks should 
suggest the chest as the probable seat of 
intection. 


Pyelitis was especially referred to by our 
essayist. Inflammation of the pelvis of the 
kidney is particularly confusing when pus 
is found in the urine, in a suspected case of 
appendicitis. Pyelitis may exactly imitate 
appendicitis, but we know that blood, pus, 
and albumin may be found in the urine of a 
child suffering with acute appendicitis as a 
primary condition. If the illness is due to 
pyelitis alone the amount of pus is usually 
greater than when it complicates appendi- 
citis. 

Potts disease—There should be no con- 
fusion with Potts disease if the doctor 
makes a habit of examining the spine. 

Typhoid Fever—In typhoid fever, pain is 
preceded by fever, headache, and general 
malaise for two or three days, whereas in 











appendicitis it is the first symptom. Un- 
complicated cases of typhoid fever will not 
have a high (above 10,000) lencocyte count. 


Acute Intestinal Obstruction—The ques- 
tion may remain doubtful between acute 
obstruction and acute appendicitis, but that 
as our essayist has brought out, is of little 
clinical importance as either condition is an 
emergency surgical condition. 


Early diagnosis and early operation offer 
the best hope for reducing the mortality in 
acute appendicitis. If prompt operation ts 
recommended for adults it is much more 
important in children, because of its in- 
sidiousness, its rapid progress toward peri- 
tonitis, and the difficulty of diagnosis. 


The essayist did well in pointing out to 
us, the harm that may be done by giving 
the prov erbial dose of castor oil, instead of 
looking for tender spots in the abdomen 


One surgeon states that in a series of 
nineteen cases of perforated appendices in 
children, sixteen had been given purgatives, 
either by the doctor or the the parents, and 
another series of four cases in which no 
purgative had been given and no appendix 
was perforated. 


We are glad to note that the surgeon 
feels the need of the assistance of the Pedia- 
trician on these cases, that after operation 
there are many points for the pediatrician 
to carry out, as the surgeon is not a pedia- 
trician, certainly the pediatrician is not a 
surgeon, and by close co-operation of the 
two of us, we will be able to render greater 
service to the child. 


Discussion: Dr. B. A. Hayes, Oklahoma 


City, Okla. 


Mr. Monyhan, in a recent essay, states 
that no appendix ever ruptures unless the 
case is mishandled. That is, he says that 
the rupture is always produced by giving 
the patient catharsis or food; and that if 
all cases were treated simply by putting 
them to bed and withholding all food and 
drink by mouth, general peritonitis would 
be an unknown disease. 


In this discussion I wish to call attention 
to a sign of value in the early diagnosis of 
appendicitis. Some years ago Mackenzie 
and Head worked out what is known as the 
viscero-sensory reflex between the sym- 
pathetic nerves of the viscera and the sen- 
sory nerves of the skin. We know that 
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most cases of appendicitis start with an ir- 
ritation of the mucosa which causes edema, 
shutting off of the circulation, and conse- 
quent gangrene. Now during the stage of 
irritation of the mucosa there ts a marked 
hyperesthesia of the skin supplhed by the 
right tenth thoracic nerve. This hyper- 
esthesia disappears when the mucosa be- 
come gangrenous, because of the death 9f 
the nerve endings. Hence in many doubt- 
ful cases in children where we are hesitating 
whether it is simple “belly ache” or the 
early manifestation of acute appendicitis, 
the eliciting of this sign will stop us from 
administering a dose of castor oil which 
would be exceedingly harmful to the patient. 


In a large series of cases in the University 
Hospital this sign was shown to be as ac- 
curate as any of the classical symptoms 
which are generally known. But it has the 
advantage of appearing long before rigidity 
or tenderness. 


Discussion: Dr. Stout, Oklahoma City. 


I appreciate the liberal discussion, aad 
let me say one word relative to a point Dr. 
Autry just made regarding the examination 
of children while they are asleep. This is 
well worth remembering. 


Just lately Dr. Clifton of Norman, Okla- 
homa, who, by the way, is a very careful 
diagnostician, sent me a case, and he said, 
“Now doctor, you will not find very much 
when you examine this child, but I have 
slipped up on him when he was asleep two 
or three times, and there is considerable 
tenderness in the right side.” 


I have also found it a good idea to ask 
the mother to go over the child’s abdomen 
when it is asleep, and when she is working 
with it and see if there is any difference 
in the sides. Often they can elicit findings 
in this way that we are unable to get. The 
child is more natural. They are on strained 
relations when the doctor is present. 


My one object for writing this paper was 
to stimulate a closer study. Too many 
times we go out and take their temperature, 
look at their tongue, ask them what they 
have been eating, prescribe a purgative and 
go home, where, if we sat down by the bed 
and went over them, carefully examining 
their chests, palpating abdomens for tender 
points and took a blood count and a speci- 
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men of urine for a microscopic uranalysis 
we would not overlook so many acute ap- 
pendices. 


It is an appalling fact that ninety per 
cent of these cases go to rupture before they 
are operated. They are hard to diagnose 
it is true, which only means that we must 
study them closely. If we carry home but 
one thought from this paper, and that is 
to set ourselves the task of proving that they 
are not appendicites before instituting 
treatment it will go a long way toward early 
surgery in these children. 


| thank you. 


CARDIOSPASM* 
JAMES C. BRASWELL, M. D. 
Tulsa, Oklahoma 


Cardiospasm is a condition in which there 
occurs a spastic contraction of the lower 
end of the esophagus near the cardia, with 
diffuse dilatation and maintenance of the 
normal contour of the gullet, accompanied 
by hypertrophy of the cardiac sphincter. 


According to Smithies, the terms “spasm 
it the cardia” and “cardiospasm” are not 
synonymous. The latter affection includes 
hypertrophy of the cardiac sphincter or of 
the wall of the lower portion of the esoph- 
agus, combined with general dilatation of 
the esophagus. “Spasm at the cardia” is a 
transient condition not associated with gen- 
eral dilatation, and does not produce per- 
manent esophageal dilatation. Jackson has 
proposed to drop the term cardiospasm and 
call the affection “hiatal esophagismus.” 


In 1878, Zenker and von Ziemssen re- 
ported the first series of cases of idiopathic 
dilatation of the esophagus. Their find- 
ings were based chiefly on postmortem 
records. In this country valuabie contribu- 
tions have been made by Dunham, Meyer, 
Mixter, Plummer, Sippy, Smithies, and 
others. 


Numerous theories have been advanced 
concerning the etiology, however, as yet, 
none have been accepted. Plummer, follow- 
ing Mikulicz and Meltzer, is inclined to 
think that there is some disturbance of the 
nerve-muscle mechanism of the esophagus, 
which may produce diffuse dilatation of the 
esophagus irrespective of the stenosis due 





*Read before the Tulsa County Medical Society, 
March 27, 1922. 
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to hypertrophy of the cardiac sphincter. 
cases of cardiospasm, but the hypothesis 
Intra-abdominal lesions may be present in 
that they are the causative factor in the 
production of the affection remains un- 
proven in the study of a large series of 


cases. 


Cardiospasm is not a common affection, 
yet it occurs more frequently than is men- 
tioned in the text-books. If it were pos- 
sible for the profession to become more 
familiar with this condition, many patients 
suffering from severe discomfort might be 
relieved. The object of this paper is to 
present the chief diagnostic signs of cardio- 
spasm, illustrated by a typical case. 


In the study of 301 cases of cardiospasm, 
Plummer and Vinson found the affection 
most frequent between the ages of 31 to 40 
years; the youngest being five years, and 
the oldest 83. The affection was slightly 
more common in males. The duration of 
the symptoms varies from two months to 
40 vears. 


Symptoms: The symptoms may be di- 
vided according to the stage or progress of 
the affection. The first attack of cardio- 
spasm usually occurs suddenly, and a chok- 
ing sensation is felt at some point in the 
esophagus. A sensation of fulness or ten- 
sion behind the sternum is quite common. 
The food seems to stick and liquids cause 
as much difficulty as solids. Due to marked 
dysphagia nutritional disturbances may be 
so great that emaciation is pronounced. 


Regurgitation frequently follows the in- 
jection of food or it may be delayed for 
hours. This depends upon the amount of 
food taken and upon the dilatation of the 
esophagus. The vomitus may be so copious 
at night as to prevent rest. The food re- 
gurgitated usually appears as ropy mucus 
or as food unchanged by digestion. Re- 
gurgitation is not accompanied by severe 
straining and stretching, and the average 
patient describes the condition as “spitting 
up food.” 


Coughing and choking sensations are 
often associated with regurgitation. After 
the esophagus has become well dilated, the 
choking sensation may be absent and the 
food taken at this time may be partially 
retained until the sac is filled. After filling 
the sac, further food is regurgitated or 
passed into the stomach. Liquids may fil- 
ter through and pass into the stomach. The 
sac is never completely empty, and it is not 
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uncommon to withdraw large amounts of 
food after a fast of forty-eight hours. 


Pain occurs in approximately fifty per 
cent of the cases and varies from mild at- 
tacks to the severe type which may require 
hypodermic injections to control. Severe 
pain is not uncommon following. forcible 
dilatation of the esophagus. 


Diagnosis: The diagnosis of cardiospasm 
requires very careful study, however, the 
majority of cases present such clear cut, 
concise symptoms that the diagnosis is eas- 
ily made by one who is familiar with the 
affection. 

Dysphagia occurring at any age over a 
long period, associated with gradually in- 
creasing symptoms, should suggest cardio- 
spasm. Little if any obstruction is noticed 
in passing a large olive. Liquids seem to 
cause as much difficulty in swallowing as 
solids. The roentgen examination is of 
great aid in the diagnosis, but the evidence 
which it furnishes should not be considered 
infallible. Carman thinks the blunt or reg- 
ularly conical obstruction at or near the 
cardia and secondary dilatation of the esoph- 
agus are the chief characteristics of cardio- 
spasm. Fluoroscopic observation and plate 
studies carefully considered with the clin- 
ical findings makes the diagnosis relatively 
easy. 

An esophagoscopic examination is unnec- 
essary, and the information obtained by 
such an examination frequently proves to be 
of little if any value. 

Cardiospasm must be differentiated from 
any lesion causing esophageal obstruction. 
Carcinoma usually occurs after the age of 
40, and the stricture is tense and does not 
give. The stenosis in carcinoma is prac- 
tically always above the diaphragmatic 
opening. In benign stricture the history of 
swallowing some caustic or lye should »e 
carefully investigated. 


Treatment: Various forms of treatment 
have been used in the management of 
cases of cardiospasm among which drugs 
and diets have little value. Operations have 
been advised by some authors, however, the 
end results are by no means satisfactory. 
The treatment of choice is forcible dilata- 
tion of the cardia. 


Following The work of Russel, Plum- 
mer perfected a dilator which is oper- 
ated by water pressure. In order to 
prevent trauma to the esophogeal wall, 


Plummer, after the technique described 
by Dunham, has the patient swallow a silk 
thread which acts as a guide to the dilator. 
A water pressure of 28 to 30 feet is usually 
required to dilate the stricture sufficiently. 
It is not an uncommon occurrence to have 
the dilator slip into the stomach beyond the 
stricture or upward into the esophagus. 
The poor results obtained in many cases 
following the use of the hydrostatic dilator 
can be attributed to such an error. In order 
to overcome this, the dilator is passed into 
the stomach. It is then distended and pulled 
forcibly up against the cardia. The water 
pressure is relaxed and the proximal end of 
the dilator is allowed to slip back into the 
esophagus. The water pressure is then 
rapidly renewed and the cardia 1s easily di- 
lated. By this method approximately 75 
per cent of the cases can be cured by one 
dilatation. The remaining 30 per cent re- 
quire from two to five dilatations before 
the affection is completely cured. 


Report of Case: Mr. J. E. C., a clerk, aged 
32, came for examination January 10. 
Chief complaint, dysphagia and regurgita- 
tion of food. 


About two years ago the patient suddenly 
noticed difficulty in swallowing cold water, 
which difficulty was repeated at intervals 
of a few days or weeks during the next six 
months. The dysphagia gradually became 
worse. This was followed by regurgitation 
which increased in severity. The food came 
up without effort and was not sour. Food 
frequently ran from the nose during the 
night. At the time of examination he was 
unable to swallow liquids or solids without 
regurgitating the majority of the food. The 
patient had very little pain at any time. 
The patient has lost 25 pounds during the 
past two years, 


Physical examination was negative other 
than the emaciation. The systolic blood 
pressure was 30, the diastolic 80, the urin- 
alysis was negative. Food withdrawn from 
the stomach was acid in reaction. 


Roentgenologic findings were those of 
a typical cardiospasm. 


A French olive size 45, was passed with- 
out any marked obstruction. The patient 
was dilated by means of the hydrostatic 
dilator, with 28 feet water pressure. The 
following day he was able to eat any type 


Eh RE SED 





Pt 











JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 17 


of food and experienced no discomfort. 
Recent reports state that the patient is able 
to carry on his usual line of work and re- 
mains free of any discomfort. 

Conclusion: In the treatment of cardio- 
spasm drugs are without value. The chief 
symptoms are dysphagia and regurgitation. 
The affection can be cured by forcible di- 
latation of the cardia. 
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*BONE MANIFESTATIONS IN EARLY 
SYPHILIS. 
CHARLES B. TAYLOR, M. D. 
Oklahoma City, Okla. 

Case Report: Mrs. C. age 21, married. 
Reported for examination Dec. 1, 1921. 
Family history irrelevent as regards pres- 
ent illness. Conjugal history: Husband 
was being treated for syphilis at time of 
marriage. She is about two months preg- 
nant. She reports that about three weeks 
ago a small painless, sore appeared on 
tongue. This was followed in a few days 
by a painless swelling under the jaw. 

Examination shows a well developed, 

*Read before the Section of Urology and Skin 
Diseases, Oklahoma State Medical Society, Okla- 
homa City, May 9, 1922. 





fairly well nourished white woman in ap- 
parently good health. On the right margin 
of the tongue is a hard indurated chancre 
the size of a nickel. The right sub-maxillary 
gland is enlarged to the size of a lemon. 
They are both painless and cause but little 
inconvenience. Examination for the Spiro- 
‘-haeta Pallida, and the Wassermann were 
both positive. The patient’s weight is 110 
pounds. 

Treatment was instituted Dec. 1, 1921. 
Neo-Arsphenamine .6 gms. being given once 
i week, and bichloride of mercury, one grain, 
twice a week by deep intramuscular injec- 
tion. By the third week the chancre and 
its satellite bubo had disappeared. Eight 
doses of Neo-Arsphenamine were given. 
Then, because of local irritation, cyanide of 
mercury was substituted for the bichloride. 
The last dose of arsenic was given Jan. 
19, 1922. The mercury was continued. On 
Feb. 16, 1922, she called attention to the 
fact that the bones of her legs and forearms 
were quite painful. The pain was so severe 
at night that she could not sleep. Examina- 
tion revealed that both tibiae and ulnae 
were exquisitely painful to the touch. It 
also disclosed an exostosis near the distal 
end of each bone. On Feb. 17, Neo-Ars- 
phenamine .6 gms. was given, and the 
mercury continued in larger doses. With- 
in three days the pain was gone, and the 
exostoses disappeared in ten days. Six ad- 
ditional doses of Neo-Arsphenamine were 
given at weekly intervals. 

So many possibilities for discussion are 
opened up by a case of this kind that it will 
be necessary to limit my paper strictly to 
one phase. The question of extragenital 
chancres is a rich field. The question of 
malignant syphilis is at once brought to 
mind. The question of the treatment in 
this particular case offers much ground for 
argument. The influence of syphilis on 
pregnancy, and the influence of pregnancy 
on syphilis would fill a volume. I intend 
at this time to limit my observations to the 
bone manifestations. 


Involvement of the bones in early syphilis 
is very common, and it is in such involve- 
ment that we have one great exception to 
the general rule that the early syphilitic 
manifestations are not painful. The single 
characteristic feature of early bone involve- 
ment in syphilis is pain, and the pain is so 
acute that it has been arbitrarily named 
syphilitic rheumatism. Just as rheumatism 
is a confusing term, so is syphilitic rheum- 
atism a comprehensive term, meaning in- 
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volvement of the bones, joints, muscles and 
aponeuroses. Another name which is more 
accurate and which describes all the pain 


is Osteocopic. 


The involvement occurs as: 
Ostealgia, or simple pain. 
Periostitis. 

Periostosis, or exostosis. 


who 


Ostealgia conveys the essential idea 
that there is no distinct pathology that can 
be demonstrated. A large number of pa- 
tients say that they have pain in the bones. 
If they are examined most carefully no 
palpable or visible lesions can be found. 
Careful examination of the long bones will 
usually reveal a single very small point 
where the pain is exquisite. This point may 
be very small. The patient can not tell 
where the pain is until the place is touched. 
The pathology of the lesion is not definitely 
known. It is probably due to the pressure 
of an endarteritic vein or artery on a nerve 
entering the periosteum. This type of pain 
is common and occurs with a predilection 
for three areas, giving rise to three names 
fc - the condition. 


(a) Cephalalgia: This means headache, 
which in a syphilitic may be due to several 
things. First, to an encephalitis. Second. 
to ostealgia of the cranial bones. This 
pain is usually elicited by combing the hair. 
It may be due to an exostosis or periostitis. 


(b) Sternalgia: With this condition pa- 
tients report a sensation of weight in the 
chest, or it hurts to breathe, or there is 
precordial distress. A sensitive point over 
the sternum may be found. 


(c) Pleurodynia: This is pain in the ribs. 
Next to cephalalgia this is the most import 
ant. It is often mistaken for pleurisy or 
herpes zoster. The characteristic features 
of these painful spots are that they ache 
spontaneously and are worse at night. lt 
is probably the heat generated by lying 
under the bedclothes that brings on these 
nocturnal exacerbations. 


(2) Periostitis: This occurs most fre- 
quently in the young, usually in the more 
severe types. Careful palpation of the 
bones of which the patient is complaining 
will reveal a little enlargement which feels 
like a fibroma. It is very painful to pres- 


sure. Such lesions may be single or mul- 
tiple, and when found are usually on the 
long bones, particularly those subject to 


trauma, the tibia, clavicle and ribs. A par- 
q 


ticular form occurs on the bones of the 
cranium, the two sites of predilection being 
the supra-orbital and frontal regions. Thev 
are usually innocent until pressed on. 


4 


(3) Exostoses: This is a more severe 
form with a mild degree of organization. 
The symptoms are the same as in perios- 
titis. It is perhaps more common in women 
than in men. These are apt to appear at 
the bony prominences such as the tuberos- 
ities of the tibia, the acromion, the ole- 
cranon, etc. More particularly do we find 
this condition in the so-called malignant 
type of syphilis. We find the same degree 
of sensitiveness, both spontaneously and 
elicited by pressure, with nocturnal exac- 
erbations. 


These bone conditions will often persist 
for a long time as the sole manifestations 
of the disease when it is untreated. The 
patient usually comes to the doctor com- 
plaining of rheumatism. It is easy, (and 
this frequently happens), to give the patient 
a prescription for one of the salicylates, 
and send him away without having made a 
thorough examination. 


Without treatment these conditions will 
disappear slowly. While under appropriate 
treatment they will disappear almost like 
magic. Should the exostosis be allowed to 
organize it will persist for a long time. The 
conditions from which it must be differen- 
tiated are neoplasms, infiltrates, periosteal 
bruises and hematomata. The diagnosis 1s 
made by the particular type of pain. 


The joints are affected in exactly the 
same way as‘are the bones. The pain in 
the joint may be idiopathic, or there may 
be demonstrable pathology. There is no 
heat or swelling in a syphilitic joint. Oc- 
casionally there is some crackling, usually 
more or less pain which is nocturnal. The 
joints most commonly involved are the knee, 
ankle, wrist and elbow. They are, as a 
rule, not painful during the day, but keep 
the patient up most of the night. 


Hydrarthrosis, which is a more pro- 
nounced affection, may be unilateral, but 
is usually bilateral. There is never a great 
deal of effusion, and it is a cold swelling. 
The pain is not great, but there is nocturnal 
exacerbation. 


The joints most affected are the knees. 


Differential diagnosis. Gonorrheal ar- 
thritis has a predilection for the small 
joints, the fingers, toes, the temperoman- 


—, 


EO ls re SE 














JOURNAL OF THE OKLAHOMA 


dibular and the spinal column. It is hot. 
reddened and inflamed. The syphilitic joint 
is cold and not reddened. Both are poly- 
articular. With gonorrhea there are con- 
stitutional disturbances with severe chills 


and fever. In syphilis the constitutional 
disturbances are slight, and fever may be 
absent One has a tendency to suppurate 


and result in a permanent fixation of the 
joint, with functional disability. The other 


rarely results in functional disability. 


From tuberculosis, the diagnosis is easy. 
They are alike in that both are cold joints. 
In tuberculosis destruction always takes 
place. There is erosion of bone, and chron- 
icity which is not characteristic of syphilis. 
There is a tendency for a tuberculous sinus 
to form. With tuberculosis there is, of 
course, pain. But it is a different kind of 
pain and it does not have nocturnal exacer- 
bations. It contains pus even though it ts 
a cold joint. Usually it is unilateral. 


From a simple injury the diagnosis is 
There is the history of injury. One 
joint is affected. The pain usually greater, 
does not get worse at night. 


easy. 


Synovial Membranes: These offer more 
difficulty in diagnosis. They are usually 
involved early, and there is an effusion of 
fluid. The sites of predilection are the toes 
and fingers. The condition resembles gan- 
glion. It comes on rapidly and is benign. 
The same condition in gonorrhea is red, 
purulent, contains pus, and is very painful. 


Bursitis occurs particularly over the mal- 
leoli and the sub-acromial bursae. 


PROCEEDINGS OF THE UNIVERSITY 
HOSPITAL CLINICAL SOCIETY, 
DR. A. B. CHASE, 
Oklahoma City, Okla. 
November 18, 1922. 

A Case of Cardiac Valvular Disease. Pa- 
tient, white male, age 27, unmarried, occu- 
pation farmer. Family history, negative. 

Past History: In early life had measles, 
mumps, small pox, scarlet fever, typhoid 
fever, malaria and pneumonia. February 
1917 had tonsils removed following an at- 
tack of rheumatism which involved the 
muscles but not the joints. General health 
good up until onset of present trouble. 

Onset: Had influenza September, 1918. 
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This was followed by pneumonia with pleur- 
itic effusion. He gradually improved, but 
has never been able to do work of any kind 
since. 

Denies venereal infection. 

January 22, 1921 was admitted to Uni- 
versity Hospital complaining of sub-sternal 


pain smothering spells, orthopnea, oedema of 


i 


feet and legs 


Records made at that time reveal the fol- 
lowing: 

Heart enlarged one finger breadth to 
right of sternum. Heart enlarged two 
fingers’ breadth to left of sternum. Loca- 
tion of apex beat and P. M. I. not stated. 
Blood pressure 134-40. Pulse 88. Systolic 
murmur heard at apex. Aortic area wid- 
Temperature ranged from 98.6 to 
Nothing abnormal 


Was- 


ened. 
99 degrees Fahrenheit. 
noted in urine or blood examination. 
sermann negative. 

January 31, 1922, patient left hospital with 
notation “oedema of feet and legs gone. 
Orthopnea still present.” 

October 30, 1922. This patient was ad- 
mitted to my service in the University Hos- 
pital. 

Chief complaints: 

1. Pain in chest, sub-sternal radiating into 
both shoulders, not increased by walking. 
Pain compels patient to sit upright in bed 
or in a chair. Pain almost constant but 
does not inhibit voluntary movements, nor 
does it transfix the patient. No sense of 
constriction within chest, no sensation ol 
impending death. Pain does not shoot down 
arms. 

2. Smothering spells upon attempting to 
lie down. 

3. Moderate oedema of feet when patient 
does not stay in bed. Patient states these 
are the same symptoms he had upon prev- 
ious entrance to hospital January 22, 1921. 

Physical examination: 

Lungs negative except few fine moist 
rales at bases of lungs, disappearing upon 
deep inspirations. 

Heart: P. M. I. Fifth space five c. m. to 
left of sternum. Apex: Fifth space 12 c. m. 
to left of sternum. 


No thrills present. 


Dullness from second to fourth inter- 
spaces four c. m. to right of sternum. Pres- 
sure on this area causes sub-sternal pain 
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radiating to both shoulders. Aortic dull- 
ness eight c. m. wide. 
Auscultation : 

1. Systolic murmur at apex not trans- 
mitted. 

2. Diastolic murmur supplanting second 
sound over aortic valves transmitted to 
left nipple. 

3. No Pre-systolic rumble. 
sound not heard. 


Third heart 


4. No dullness at left apex of lung. 
Blood vessels: 

Subclavian arteries visible pulsating. 

Pulsating carotids. Capillary pulse pres- 
ent, also corrigan pulse. Pulse rate 80 reg- 
ular. 

Blood pressure: 

In sitting position brachial blood pressure 
135-15. Notwithstanding the sub-sternal 
pain resulting, the patient was put in a hor- 
izontal position. The following was ob- 
tained: 

Femoral artery 165-0 brachial 140-10. 
Pistol shot was heard in the brachial and 
femoral arteries. Duroziez sign was pres- 
ent in the femoral. Electro cardiogram 
negative, Wassermann negative. Urine 
negative. White blood count &,500, polys 
72 per cent. Temperature 98.6. X-ray 
shows fusion dilatation of ascending aorta. 
Blood culture not permitted by Veterans 
Bureau. 

DIAGNOSIS. 

(1) Aortitis. (2) Aortic Insufficiency. 
(3) Relative Mitral Insufficiency due to 
cardiac decompensation. 


Diagnosis of aortitis based upon (1) Sub- 
sternal pain of a characteristic type in- 
creased by pressure on the aorta. (2) Wid- 
ening of the aorta. (3) Visible supraclavic- 
ular pulsations of both subclavian arteries. 
(4) Roentgen findings. (5) Dyspnoea. 

Diagnosis of Aortic Insufficiency based 
upon Circulatory findings, namely (a) Cor- 
rigan pulse (b) capillary pulse (c) pulsating 
carotids (d) blood pressure findings (e) 
Duroziez sign. 

(2) Cardiac signs: diastolic murmur tak- 
ing place of the second heart sound heard 
over aortic and. valve area and transmitted 
in the usual direction. 


Diagnosis of Relative Mitral Insuffi- 


ciency: Signs and symptoms of cardiac de- 
compensation with a systolic murmur heard 
at apex. 


Discussion: Dr. Lea Riely. 


To visualize the points in the case, I 
might call attention to the following fea- 
tures: 


(1) This man had rheumatism in 1917 
and subsequently had his tonsils removed. 


(2) He had an attack of influenzal pneu- 
monia with pleuritic effusion in 1918 fol- 
lawed by a slow convalescence and final dis- 
charge from the army because of physical 
disabilities 


(3) He was admitted again this year be- 
cause of orthopnoea, breathlessness, edema 
of the legs, cough, temperature running 
between 98 and 100 daily. He has a neg- 
ative Wassermann, loud diastolic murmur 
and faint systolic murmur, apex beat in 
5th space inside nipple line with diffuse 
precordial pulsation, decided Corrigan 
pulse, B. P. 135 over 15 on the arm, B. P. 
on leg 165-0, capillary pulsation in the 
matrix of the nail and at lip on pressing 
slide over the mucus membrane, facies not 
distinctly of either the aortic or mitral type. 
Marked hyperaesthesia over entire pre- 
cordium and pains in both shoulders. The 
broad space elicited by percussion over 
heart and aorta. 


\ccording to Albutt’s theory of angina 
pectoris, we would think of a dilatation of 
the aorta or an aortitis. 


The distinction between aortic regurgita- 
tion and mitral stenosis with this decom- 
pensated heart and numerous murmurs 
would be hard to place since the timing are 
so near together and sounds so similar be- 
tween a Flint and Graham Steele murmurs. 
The marked amplitude in blood pressure, 
Corrigan pulse and capillary pulsation would 
speak for aortic regurgitation while the 
rheumatic infection followed by an acute 
influenzal pneumonia with diffuse precor- 
dial pulsation and a dilated rather than a 
hypertrophied heart with murmurs at mitral 
area would argue for mitral involvement. 

Since subacute bacterial endocarditis is 
always preceded by a diseased endocardium 
and rheumatism is evidently the precursor 
of these events and that it has a predilec- 
tion for the mitral valves I would think it 
is a progressive affair in which the aortic 
valves are involved by extension and trauma 
from the aortic cusp of the mitral valve to 
the semilunar valves of the aortic. 


This seemingly inconsistent process is due 
to the eneurismal ballooning of the aortic 
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cusp of the mitral valve in many cases of 
subacute bacterial endocarditis. This was 
beautifully shown in a postmortem I recent- 
ly saw and Murray showed numerous ex- 
amples of this at the American College of 
Physicians in Minneapolis last April. 


I feel that we are dealing with a low 
grade endocarditis which has gradually in- 
volved all the valves or at least the mitral 
and aortic valves since the tricuspid valves 
are so seldom involved, and the original 
valves involved were the mitral and the ex- 
tension by contiguity of structures has in- 
volved the aortic leaflets. 


The low white count, 8,500, polys 72 per 
cent, does not show an acute infection but 
does not negative a chronic one. <A blood 
culture may show up the organism respon 
sible for the trouble. 


Dr. Leila Andrews: There is some sim 
ilarity in this case with a case treated in this 
Hospital suffering with aortitis and aortic 
regurgitation. That patient had attacks of 
angina. He hada negative Wassermann but 
after full doses of K. I. for a period of few 
weeks his blood showed positive Wasser- 
mann and likewise positive spinal fluid. I 
would like to ask whether there has been 
K. I. medication and subsequently a Was- 
sermann in this case. 


Dr. C. J. Fishman: The history of an 
acute infectious process followed by the 
signs of heart weakness, namely, shortness 
of breath, swelling, cough, and intermittent 
temperature, with the physical findings of 
the organic heart lesion, speaks definitely) 
for an acute or sub-acute endocarditis. 


Whether or not, this particular patient 
had any of the involvements of the mitral 
lesion, as was thought at the time of this 
previous admission to the Hospital, is ques 
tionable upon the basis of the absence of 
fullness or widening in the left auricular 
region. However, there is no question 
about the presence of an aortic insufficiency, 
of which he has all the characteristic as- 
sociated findings. 

I wish to emphasize that in the diagnosis 
of organic heart disease, the associated 
findings, such as the nature of the pulse, 
the findings in the blood vessels, the size 
and shape of the heart, are more important 
in deciding the diagnosis than the auscul- 
tory findings. Because of the heart picture 
at the present time, | doubt whether there 
was any mitral lesion. If it was present 
however it was so slight as to have been 


completely compensated. I can not agree 
that the valvular diseases of the heart, re- 
sult from contiguous infection. In fact, 
the heart lesions are always upgn a basis 
of hematogenous infection through one of 
the branches of the coronary arteries. 


Depending upon whether the organisms 
injure the base or the edge of the valve, the 
result is either a stenosis on the one hand, 
just as rust on a door hinge would impede 
the opening of the door. On the other hand, 
if the injury is at the edge of the valve, the 
result is an insufficiency. Realizing that 
the blood supply is not carried through the 
valve, the infection is carried through the 
lymph supply, just as nourishment is car- 
ried there. 


Personally I can not conceive how infec- 
tion can land through the heart circulation. 
and localize, and remain to injure the valves 
owing to the continuous and especially in- 
termittent pressure within the heart itself. 

Dr. L. A. Turley: The lesions of the heart 
valve due to direct action of bacteria begin 
either near the edge or its midportion 
rather than near the base of the valve. Oc- 
casionally we do see lesions starting ap- 
parently at the base. The vessels of the 
mitral valve are confined to the base region 
only, there being none in the middle or near 
the edge at the site where the lesions are 
the most common. There are no vessels in 
the aortic valve. We must remember that 
the heart valves come together on closing 
with a slap and in cases where there is a 
toxemia or similar condition present the 
tissues of the valve would undergo suffi- 
cient degeneration for the closing slap to 
result in enough trauma to roughen the 
surface of the valve sufficiently to allow 
ample opportunity for the lodgment of bac 
teria. In normal hearts the mitral valve 
and the mitral cusp of the semilunar do not 
hit torether during their functional activity. 


The important point in the consideration 
of this case is not what valves are involved, 
but to determine the etiological factor so 
as to institute proper treatment and arrest 
future progress of the lesions present. 

Serious damage to the heart is generally 
the result of rheumatic infections or syph- 
ilis. 

Rheumatic infections are generally one 
of the following : 

1. Acute rheumatic fever. 2. Infected 
tonsils. 3. Myositis joint and bone pains, 
associated with sore throat. 4. Chorea. 








iN 


rye . . - . 
hese show a predilection for the mitral 
valves and are the common causes of mitral 
stenoses. 


Less common causes of cardiac damage 
are: 1. Septicaemia. 2. Smallpox. 3. Scar- 
let Fever. 4. Typhoid Fever. 5. Influenza. 
When these infections attack the aorta an 
acute aortitis is the result, but they leave 
no permanent enlargement of the aorta 
Syphilis, on the other hand, attacks the 
aorta especially the ascending portion, the 
aortic valves, and enlarges the aortic ring 
Warthin states that syphilis does not attack 
the coronary arteries, while Hirschfelder 
states that syphilis of the myocardium with 
relaxation of the mitral ring is a frequent 
complication of specific aortitis and aortic 
regurgitation. Syphilis, once it attacks the 
aorta, causes permanent enlargement of 
that blood vessel. In regard to the Wasser- 
mann in specific aortitis: Many authorities 
state that it is not uncommon to obtain a 
negative Wassermann. The margin of error 
may be as high as 40 per cent. One goes 
so far as to state that it is not worth while 
to do a spinal fluid Wassermann. 


While we regret the absence of more data 
concerning the heart and blood vessels in 
records made in January 1921, the blood 
pressure then noted 135-40 (radial) makes 
us feel that aortic regurgitation was pres- 
ent at that time. Also the changes in the 
blood pressure which have taken place from 
that time to date, 10-17-22. 135-15 (radial) 
convinces us that the aortic lesion is progres- 
sive. The point of origin is probably in the 
aorta. This assumption is based upon the 
fact that the presence of an aortitis was 
noted in 1921 and is present at this time. 


The permanent enlargement of the aorta, 
combined with evidences of progressive 
aortic involvement, notwithstanding the 
negative Wassermann, points to syphilis as 
the etiological factor. 


Mitral stenosis can be excluded for the 
following reasons: 1. Absence of presystolic 
murmur and thrill. 2. Absence of slapping 
sounds in the mitral and pulmonic areas. 
3. Circulatory findings already given. 4. 
Presence of wide pulse pressure. 5. Dia- 
stolic murmur replacing second aortic sound. 


The absence of progressive changes in 
the mitral area would be evidence against a 
sub-acute bacterial endocarditis originating 
in or about the mitral, progressing to and 
involving the aortic valves. The oedema 
of the legs and the sensation of smothering 
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noted upon entering the hospital are absent 
at this time. They were probably due to 
an impairment of the rest reserve of the 
heart. The sub-sternal pain radiating to 
both shoulders is probably due to the aor- 
titis present. The fact that pressure on 
the aorta aggravates the pain, helps to con- 
rit he diagnosis of aortitis. 

There is nothing in the character of the 
pain, past or present, to suggest angina pec- 
toris, and were angina pectoris present, it 
would not of necessity be due to the aortitis 


present. 

The important points for consideration 
are: 

l. Its etiology and its relation to treat- 
ment. 

2. The necessity of careful study of the 
peripheral circulation as well as of the heart. 

Note: Date 12-1-22 orthopnoea sub-ster- 
nal pain have disappeared. Anti-syphilitic 
treatment was instituted 11-10-22. 





PROCEEDINGS OF THE OKLAHOMA 
CITY CLINIC “ROUND TABLE” 
—WESLEY HOSPITAL 


DR. W. W. RUCKS, 
Oklahoma City. 


I wish to call to your attention, some new 
factors in‘the history and symptoms ol 
Mrs. . case No. 7995. 


This lady has been seen by several mem- 
bers of the clinte and was once operated by 
Dr. Stout. In fact, she has had a number 
of operations, five in all. The first, by Dr. 
Ochsner, which was when she was twelve 
years old, appendectomy and cholecystos- 
tomy with removal of stones—which is 
quite young for gall stones, though Kerly 
reports removal of gall stones in a girl six 
vears old. At the age of fifteen, she had a 
tonsillectomy and adenoidectomy. The 
third was for uterine polypi and the fourth 
was done in Arizona, the exact nature of 
which I do not know. The fifth was done 
by Dr. Stout and was a shortening of the 
round ligaments. His operative notes state 
that the gall bladder is thin, compressible, 
anchored to abdominal wall, considerable ad- 
hesions, and that there were no adhesions 
incurred from appendectomy, except a few 
binding the omentum to caecum. 


The patient is a married woman 23 years 
old. Her mother and husband with both 


mers ee 
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tuberculosis. A 
Otherwise 


of whom she lives, have 
brother has a stomach ulcer. 


her family history is negative. 


In her personal history, she had, during 
childhood, measles, mumps, diphtheria and 
scarlet fever. The scarlet fever was com- 
plicated by otitis media, which may also 
have been the infection responsible for the 
formation of gall stones at such an early 
period of her life. “Flu” is the only other 
illness except the operations mentioned. 


The thing which is concerning her now 
and also her family, is her mental state. 
She and her mother stated to me that she 
had “nervous attacks,” which are manifested 
by crying spells, fits of temper, which at 
times are uncontrollable, in which she 
threatens and attempts bodily harm to 
others, especially members of her family. 
When she was sixteen years old, a heavy 
bell fell on her head, making quite a scalj 
wound, the which is now visible 
over the posterior part of frontal bone. 
After this, she had headaches, which she 
had not had before. At nineteen, she was 
thrown from a vehicle, lighting on her but- 
tox, also sustaining a contusion of head. 
Following this she was unconscious for sev- 
eral hours and her headaches became much 


scar of 


worse. 


The “Nervous Attacks” she says begun 
after this injury, and have gradually be- 
come more frequent. Ii she is crossed, she 
is apt to have an attack. Again she says 
she may be writing and suddenly the page 
will be blurred. She is confused and if any 
way crossed during the next half hour, will 
manifest ungovernable temper. At times 
preceding an attack, she has ringing in her 
ears and at others, flashes of light before 
her eyes. A few days ago in a fit of anger, 
she cut off her hair. Her excuse was that 
as a boy she could be more apt to get work. 


Her people are much concerned about 
her and justly so. There is no history ob- 
tainable of convulsive attack. Nor yet can 
it be definitely diagnosed as petite mal. But 
in my opinion it belongs to that rather 
large class designated as Epileptic Equiv- 
alent. 


These are often misjudged and 
classed as perverse and disagreeable per- 
sonalities, or hysterics—when as a fact all 
the basic conditions are present which make 
up an epileptic personality, and I think we 
can, therefore, justly diagnose this case as 
Epileptic Equivalent. 


cases 


\ CASE OF FOREIGN BODY (CHEWING 
GUM) IN BLADDER—RE- 
MOVED BY LITHOTRITE 

DR. JOHN C. MRAZ, 
Oklahoma City 


Case No. 8639. Male, age 32. Family 
and Personal History negative. 


Present Trouble. For past two years has 
had occasional frequent painful urination 
with stoppage of stream. These symptoms 
have gradually grown worse in past few 
weeks and added symptoms are soreness 
over pubes and occasional terminal hema- 
turia. 


Physical Examination. Negative in every 
respect except for moderate tenderness to 
pressure in hypogastrium. 


Cystoscopy. A faint sensation is notice- 
able on introducing cystoscope, as though 
some object had been pushed aside as cys- 
toscope entered the bladder. Upon filling 
and illuminating the bladder an object is 
plainly discernible, lying free in the bladder, 
brownish in color and about the size and 
shape of a large olive. 

Diagnosis. Bladder stone. 

Treatment. As the stone lay free in the 
bladder and was not very large, an attempt 
to crush and remove it with a lithotrite was 
decided upon. 


Under N. O. & Ox. anesthesia, the litho- 
trite was introduced, jaws separated, the 
stone caught between them and crushed. 
To my surprise, instead of the usual crunch- 
ing sensation imparted to the hands on 
crushing a stone, there was a faint crack- 
ing and then a sensation as of something 
soft packing between the jaws of the litho- 
trite. The possibility of catching and 
crushing the bladder wall was thought of, 
but this was improbable, as the bladder had 
been filled with water. 


This peculiar sensation was explained 
when, upon removal of the lithotrite, a large 
wad of gum was found between its jaws. 
A thin calcareous shell had formed over the 
gum and many pieces of this were found 
clinging to its surface. 

The remaining pieces were washed out 
through the evacuator and the patient ob- 


tained immediate relief from his symptoms. 


Later, the patient satisfactorily explained 
the presence of the gum in his bladder. 
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EDITORIAL 











POLITICAL MEDICAL TINKERING 


A recent issue of the Journal, A. M. A,, 
under the section devoted to “State News” 
carried the information that Dr. J. C. Mahr, 
Oklahoma City, has been appointed Super- 
intendent of the Norman State Hospital, 
vice Dr. D. W. Griffin, resigned. The item 
was promptly repudiated by Dr. Mahr, who 
made the statement that he was not an ap- 
plicant for the place, that Dr. Griffin had 
rendered the State highly satisfactory serv- 
ice and should be retained, so long as he 
felt inclined to continue in that capacity. 
Inquiries as to authority for the publication, 
made to the Chicago office, A. M. A., 
elicited reply and clipping from the “Guthrie 


Leader,” which, substantially made _ the 
same statement. 


The entire matter smells of a crude at- 
tempt to muddle what is already a compli- 
cated situation, muddle it with untruths 
and pettiness. Everyone even slightly con- 
versant with the conduct of our State Hos- 
pitals, knows that they have been conducted 
with the maximum of efficiency and skill 
when the meagre appropriations allowed 
for their operation is considered. Just 
why any man having behind him years of 
skill, fine repute and ability to perform his 
task should have to bother about reappoint- 
ment passes human belief. One thing may 
be said with certainty as to this situation 
and that is that any man, clique or party 
attempting to make political shuttle cocks 
of our State Institutions will suffer the 
consequences of such foolishness almost be- 
fore they attempt the execution of their 
destructive plans. In the main the per- 
sonnel of our State Institutions has been 
far above the average for years, graft and 
favoritism have been practically unknown, 
so the system permitting this state of af- 
fairs to be should be left undisturbed. 





Editorial Notes—Personal and General 











Drs. L. S. Willour and T. H. McCarley, McAlester, 
announce the dissolution of their partnership, ef- 
fective January 1. 


Dr. C. S. Summers, Tulsa, addressed the Civitan 
Club of his city December 12. The subject being 
“The Mental Capacities of the Human Race.” 


Dr. E. M. Miller, Buffalo, who has been con- 
fined several weeks in a Wichita hospital on ac- 
count of illness, has returned to his home greatly 
improved. 


Dr. C. E. Barker, Oklahoma City, was held up 
and robbed while answering a call December 18. 
He lost $150 in cash, a Masonic emblem, and a 
diamond stud. One of the robbers knocked him in 
the head with a gun rendering him unconscious. 


Dr. L. A. Mitchell, Frederick, was elected Com- 
mander of his American Legion post in December. 


Dr. L. H. Hill, Idabel, has moved to Colorado 
Springs where he will make his future home. 


Dr. L. W. Trout, Afton, lost $240 in money, a 
hypodermic and some narcotics when his office 
was robbed Christmas eve. 


Dr. C. K. Logan, Hominy, received painful cuts 
when his car turned over December 22. 


Dr. Walter Hardy, Ardmore, has filed suit against 
Carter County for more than $17,000 alleging that 
to be due him for treating County patients. 
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Dr. J. B. Hix, Altus, spent several weeks in the 
North on account of illness in November and De- 
cember. 


Pontoto: County Medical Society was entertained 
with an oyster supper by the President, Dr. Sam 
McKeel, Ada, January 2. The mental tabulum was 
offered by Dr. M. L. Lewis who read a paper on 
Disease of the Stomach. 


Mrs. J. Winter Brown, Tulsa, wife of Dr. J. 
Winter Brown, who is slowly convalescing in Bos- 
ton from a serious operation, has been appointed 
Superintendent of the County Farm for Tulsa 
County. 


Dr. Fred Y. Cronk, Tulsa, has been appointed 
General Chairman of committees for the Annual 
meeting to be held in that city May 15, 16, 17. 





DOCTOR JESSE RAYMOND BURDICK 





Dr. J. Raymond Burdick, Tulsa, one of the 
foremost pediatricians of Oklahoma died 
suddenly from appoplexy in the city of Tulsa, 
December 9. Dr. Burdick was born in 
Sharon, Wisconsin, April 28, 1877, graduat- 
ing from the Hahnemann Medical College 
in 1900. His death was not a surprise to 
his close friends as he had been in bad 
health for some time but was unable to fol- 
low the advice and take a rest which might 
have prolonged his life. Dr. Burdick prac- 
ticed medicine in Detroit, Michigan one 
year, Boulder, Colorado six years, Chicago 
six years, after which he located in Tulsa, 
since which time he resided in Tulsa where 
he built up a large practice in his specialty 
of Pediatrics. His remains were interred 
in Boulder, Colorado, burial services being 
held at the First Presbyterian Church, 
Tulsa, December 10th. 











The Tulsa County Medical Society reported the 
following resolutions by its Committee on his 
death. 

RESOLUTIONS 


The Tulsa County Medical Society and the com- 
munity at large has sustained a deep loss in the 
death of J. Raymond Burdick, on December 9th, 
1922. 


Dr. Burdick was an honor to the profession of 
medicine. As a skillful physician he gave himself 
unreservedly to his work. His service in the Pub- 
lic Health Clinic for children, showed his unselfish 
devotion to the poor and needy children, and his 
skill in bringing health to those who were ill. 

Therefore, be it resolved, by the Tulsa County 
Medical Society, that we express our highest ap- 
preciation of the rare service of Dr. Burdick to 
our society and to the community, and we would 
record our esteem for his noble character, his 
beautiful Christian life, and his skill in his pro- 


fession. 
COMMITTEE 


Dr. A. W. Roth 
Dr. Flannagan 
Dr. Garabedian 








DOCTOR GEORGE CLINTON EVANS 





Dr. George Clinton Evans, an elderly 
member of the Tulsa County Medical Society, 
died at the Oklahoma Hospital on Dec. 13th, 
after an acute illness of about two weeks. 


Dr. Evans’ health has not been good for 
sometime and he has not been engaged in 
very active practice for that reason. The 
cause of death was senility. 


Dr. Evans was buried in Tulsa where he 
has practiced many years. 








DOCTOR JAMES EDGAR YARBROUGH 





Dr. James E. Yarbrough, Erick, Oklahoma, 
died suddenly in December at his home in 
Erick. Cause of his death was heart dis- 
ease. Dr. Yarbrough was born at Barnsville 
Georgia, December 1, 1876, receiving his 
preliminary and literary education at Amity, 
Arkansas and the University of Arkansas, 
graduating in medicine from the University 
of Little Rock in 1897. After practicing at 
Amity, Arkansas for many years he removed 
to Erick where he practiced until the time 
of his death. He was a consistent member 
of many Medical Fraternities throughout 
his professional career and at the time of 
his death was Secretary of the Beckham 
County Medical Society which service he 
rendered his fellows for many years past. 











Doctor: 


Pay your dues 
for 1923 before 


February /st. 
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Abstracts, Observations from Current Medical 
Literature 

















EXTRAORDINARY DEVELOPMENT OF 
THE TACTILE AND OLFAC- 
TORY SENSES 

Thomas J. Williams, Chicago (Journal A. 
M. A., Oct. 14, 1922), discusses the case of 
Willetta Huggins, aged 17, who “smells” 
colors and “hears” with her finger tips. 
She has been wholly deaf seven years and 


completely blind for about two years. 


THE CAUSES OF SURGICAL FAILURE 
IN HYPERTHYROIDISM 


A review of the literature shows that from 
65 to 75 per cent. of the patients operated 
on for exophthalmic goiter make a complete 
recovery. The majority of the remaining 
25 to 35 per cent, are benefited; but some 
show no improvement, and death occurs 
in from 1 to 4 per cent. In the cardiovas- 
cular group of goiters, including the toxic 
adenomas, adenomatosis and compensatory 
hyperplasia, better results are obtained. 
During the last two and a half years, ap- 
proximately 300 cases of goiter of various 
types have been studied by J. Earle Else and 
Harry S. Irvine, Portland, Ore. (Journal 
A. M. A., Oct. 14, 1922). In this group were 
several cases in which the patients had been 
previously operated on without complete re- 
lief. These cases were studied in conjunc- 
tion with unoperated cases of similar types 
in order to determine, if possible, the causes 
of the incomplete results or failure. The 
authors found that deaths or severe reac- 
tions following operations are for the most 
part due to avoidable errors. Incomplete 
results following operations on patients with 
hyperthyroidism are due to delayed opera- 
tion, insufficient operation, or incufficient 
after-care. It is urged that patients with 
hyperthyroidism must be operated on early 
if permanent lesions are to be prevented. 
Medical treatment will usually carry a pa- 
tient over the crisis into the stage of re- 
mission, but beyond its use in preparing 
patients in a precarious condition for opera- 
tion, it has no place in the treatment of tox- 
ic goiter. Hyperthyroidism is a surgical 
disease. The authors stress the fact that 
after-treatment is as important as the opera- 
tion. A surgeon's responsibility does not 


end until the patient is in the best possible 
physical condition. A surgeon is not justi- 
fied in operating in, or treating, a case of 
hyperthyroidism without frequent deter- 
minations of the basal metabolic rate. 


SYPHILIS OF THE MOUTH 


William Allen Pusey, Chicago (Journal 
A. M. A., Oct. 14, 1922), states that there is 
a close relation between the tissues of the 
mouth and those of the skin. Their struc- 
tures are very much alike, and they react 
to many pathologic processes in the same 
way. There are numerous systemic dis- 
eases in which there are eruptions on the 
oral mucous membrane as well as on the 
skin, and these oral eruptions are identical 
with those of the skin, except as they are 
altered by the peculiar local conditions to 
which they are subjected in the mouth. 
These facts are particularly well exempli- 
fied in syphilis. The skin and the mouth are 
the structures for which syphilis shows its 
greatest predilection, and the predilection 
is quite as great for the mouth as for the 
skin. It is probably true that syphilis occurs 
with as great frequency in the mouth as on 
the whole surface of the skin. Its frequency 
in the mouth, then, would of itself make 
syphilis of the mouth a subject of great prac 
tical importance. Pusey discusses primary 
syphilis of the mouth—about 60 per cent of 
all extragenital chancres are chancres of the 
mouth, secondary syphilis of the mouth, 
such as mucous patches, smooth glossitis of 
early syphilis ; condylomas; tertiary syphilis 
of the mouth—gummas, interstitial infiltra- 
tions, smooth atrophy of the tongue, sclero- 
sis of tongue, leukoplakia and macroglossia 
and macrocheilia; congenital syphilis. The 
treatment of syphilis of the mouth is the 
treatment of the disease in general. The 
lesions of syphilis in the mouth heal with 
greater rapidity under specific treatment 
than do those of the skin surfaces. The 
late lesions of syphilis of the mouth yield 
promptly to specific treatment, whether 
arsphenamin, or mercury and the iodids, or 
both. For their healing, mercury and the 
iodids are all sufficient, although healing is 
somewhat more rapid when they are com- 
bined with arsphenamin. No local treat- 
ment of either early or late syphilis of the 
mouth is necessary beyond cleanliness and 
obvious rational measures. The only lesions 
that will not heal under specific treatment 
are those in which there is dead bone whose 
removal is necessary before cure can occur. 
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STANDING COMMITTEES.* 


Medical Defense—Drs. L. 8S. Willour, Chairman, McAlester; 
J. H. White, P. P. Nesbitt, C. A. Thompson, Muskogee; McLain 
Rogers, Clinton. 


Legislative—Drs. A. K. West, Majestic Bidg., Oklahoma City: 
J. M. Byrnm, Shawnee; McLain Rogers, Ctinton; C. A. Thompson, 
Muskogee. 


Hospitals—Drs. Fred 8. Clinton, Chairman, Oklahoma Hos- 
ital, Tulsa; M. Smith, Coleord Bidg., Oklahoma City; C.A 
Ficmepscn, 508 Barnes Bidg.. Muskogee 


Medical Education—Dr. Wann Langston, Chairman, Uni- 
versity Hospital, Oklahoma City; Dr. A. B. Chase, Colcord 
Bidg., Oklahoma City; Dr. W. A. Fowler, Oklahoma City. 


Tuberculosis, Study and Control—Drs. Leila Andrews, 
Chairman, Colcord Bide. awe City; Horace T. Price, 
303 Palace Bldg., Tulsa; w. Heitzman, 615 Barnes Bidg., 
Muskogee. 


Health Problems in Education—Drs. J. T. Martin, Chair- 
man, 200 W. 14th; J. R. Burdick, Hotel Ketchum, Tulsa; A. 8. 
Risser, Blackwell; Edw. F. Davis, 343 American National Bidg., 
Oklahoma City. 


Cancer, Study and Control—Drs. LeRoy Long, Chairman, 
Coleord Bldg., Oklahoma City; E. 8. Lain, Patterson Bidg., 
Oklahoma City; Gayfree Ellison, State University, Norman; 
McLain Rogers, Clinton. 


Venereal Disease Control—Drs. W. J. Wallace, C hairman’ 
830 American National Bldg., Oklahoma City; Ross Grosshart’ 
Tulsa; J. H. Hayes, Enid. 


Vision, Conservation—Drs. W. Albert Cook, Chairman, 
Palace Bldg., Tulsa; D. D. McHenry, Colcord Bldg., Oklahoma 
City; John R. Walker, Enid. 


Committee on Benefactions—Drs. L. J. Moorman, Chair- 
man, Ist Nat. Bidg., Oklahoma City; J. H. White, Muskogee; 
R. V. Smith, Daniel Bidg., Tulsa; L. A. Turley, Norman; McLain 
Rogers, Clinton. 

*This list is published bi-monthly. 


COUNCILORS AND THEIR COUNTIES. 


District No. 1. Texas, Beaver, Cimarron, Harper, Ellis, 
Woods, Woodward, Alfalfa, Major, Grant, Garfield, Noble and 
Kay. A. 8. Risser, Blackwell. (Term expires 1924.) 


District No. 2. Dewey, Roger Mills, Custer, Beckham, 
Washita, Greer, Kiowa, Harmon, Jackson and Tillman. L. A. 
Mitchell, Frederick. (Term expires 1923.) 


District No. 3. Blaine, Kingfisher, Canadian, Logan, Payne, 
Lincoln, Oklahoma, Cleveland, Pottawatomie, Seminole and 
McClain. Dr. Walter Bradford, Shawnee. (Term expires 1925.) 


District No. 4. Caddo, Grady, Comanche, Cotton, Stephens, 
Jeffereson, Garvin, Murray, Carter, and Love. J. T. Slover, 
Sulphur. (Term expires 1923.) 


District No. 5. Pontotoc, Coal, Johnston, Atoka, Marshall, 
Bryan, Choctaw, Pushmataha and McCurtain. J. L. Austin, 
Durant. (Term expires 1925.) 


District No. 6. Okfuskee, Hughes, Pittsburg, Latimer, Le- 
Flore, Haskell and Sequoyah. L. 8. Willour, McAlester. (Term 
expires 1924.) 


District No. 7. Pawnee, Osage, Wahsington, Tulsa, Creek, 
Nowata and Rogers. Chas. H. Ball, Tulsa. (Term expires 1923.) 


District No. 8. Craig, Ottawa, Delaware, Mayes, Wagoner, 
Cherokee, Adair, Okmulgee, Muskogee and MelIntosh. P. P. 
Nesbitt, Surety Bldg., Muskogee. (Term expires 1925.) 





OFFICERS OKLAHOMA STATE MEDICAL ASSOCIATION 
1922 - 1923 
President, 1922-1923, Dr. McLain Rogers, Clinton. 
President-Elect, Dr. Ralph V. Smith, Daniel Bldg., Tulsa. 
First Vice-President, E. S. Ferguson, Oklahoma City. 
Second Vice-President, W. A. Tolleson, Eufaula. 
Third Vice-President, E. B. Dunlap, Lawton. 
Secretary-Treasurer-Editor, Dr. Claude Thompson, 508 Barnes 
Bidg., Muskogee, Okla. 


Associate Editor, Councillor Representative, Dr. P. P. Nesbitt, 
710 Surety Bidg.. Muskogee 

Meeting Place, Tulsa, May, 1923. 

Delegates to the A. M. A.: Dr. W. Albert Cook, Palace Bidg., 
Tulsa (1923-1924); Dr. J. M. Byrum, Shawnee (1922-1923) 





STATE BOARD OF MEDICAL EXAMINERS. 


W. E. Sanderson, Altus; W. T. Ray, Gould; O. N. Windle, 
Sayre; J. E. Farber, Cordell; D. W. Miller, Blackwell; J. M. 
Byrum, Shawnee, Secretary; J. E. Emanuel, Chic kasha 


Reciprocal relations have been established with Missouri, 
Colorado, New Jersey, California, on basis of examination only 
Arkansas, Georgia, Indiana, lowa, Kansas, Kentucky, Michigan, 
Mississippi, Nebraska, Nevada, New Mexico, North Carolina, 
Ohio, Siete, Texas, Vermont, Virginia, Ww ashington, Wis- 
consin, West Virginia, on basis of a diploma and a license without 
examination in case the diploma and the license were issued 
prior to June 12, 1908 


Meetings held on first Tuesday of January, April, July and 
October, Oklahoma City. Do not address communications con- 
cerning State Board examinations, reciprocity, ete., to the Journal 
or to Dr. C. A. Thompson, Secretary, but to Dr. J. M. Byrum, 
Shawnee, Secretary of the Board 


CHAIRMEN OF SCIENTIFIC SECTIONS: 

General Medicine, Neurology, Pathology and 
Bacteriology: Dr. H. T. Ballantine, Muskogee. 

Genito-Urinary, Skin and Radiology: Chas. H. 
Ball, Tulsa, Chairman; Dr. J. Z. Mraz, Oklahoma 
City, Secretary. 

Surgery and Gynecology: Dr. Wm. P. Fite, 
Muskogee. 

Eye, Ear, Nose and Throat: Dr. W. T. Salmon, 
Oklahoma City; Dr. W. E. Dixon, Secretary, Okla- 
homa City. 

Obstetrics and Pediatrics: Dr. T. C. Sanders, 
Shawnee, Chairman; Dr. George R. Osborne, 302 
Daniels Building, Tulsa, Secretary. 








CLASSIFIED ADVERTISEMENTS 


Advertising under this heading is charged at the 
following rates: First insertion, 50c per line; sub- 
sequent insertions, 25c per line. 


WANTED: Position or would form partnership 
with old established Eye, Ear, Nose and Throat 
man in town of 20,000 or over. Age 40, married, 
Protestant, 12 years general practice. Six months 
training in Eye, Ear, Nose and Throat. House 
Surgeon in Chicago E., E., N. & T. College. Will 
be available about November 15th, 1922. Give 
full particulars in first letter. Address, Waters, 
care Journal. 


ONE of the best surgical practices in the State 
of Oklahoma for the purchaser of my office equip- 
ment, which will invoice about $1000. No other 
than a first-class man need apply. If you can do 
surgery and are looking for a location, investigate. 
It is worth while. Good reason for leaving the 
State. Address SDB, Journal. 


FOR SALE: A $7,000.00 general practice in the 
best town in southwest Oklahoma, for the price of 
office equipment, which will be about $750.00. 
No one but a first class man need apply. I am 
specializing. Address H., care Journal. 


WANTED: Position as Supt. of Nurses in mod- 
erate sized hospital, by Protestant, registered 
graduate of Class-A school 1908, where efficient 
painstaking effort will be appreciated. Experienced 
operating-room assistant. Excellent references 
from last position. Charlotte E. Rennebaum, 525 
North 7th St., Muskogee. 


IN WRITING ADVERTISERS, PLEASE MENTION THIS JOURNAL 
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OFFICERS COUNTY SOCIETIES 1923 


County President 


V. R. Hamble, Okeene 





Brya: f 
PSE. Chas. B. MeMillan, Gracemont 
Canadian._........__... H. C. Brown, El Reno 
le ne ain ..-T. J. Jackson, Marsden 

2 ES 
Cleveland... ____- ....-R. E. Thacker, Lexington 


Comanche.._.........- Kerr, Chattanooga 


Craig.......-- dnibnd 
Greek ..W. G. Bisbee, Bristow 


EG ...--Ellis Lamb, Clinton 


ne alee Howard 8. Browne, Ponca City 
Kingfisher..._________. 

SSS 

Latimer ______- ....----R. L. Rich, Red Oak 


a asoguae oa 
A. M. Marshall, Chandler 


C. B. Barker, Guthrie 


G. W. Graves, Hitchita 
Sink slides. doh eeatiee anni J. T. Slover, Sulphur 
F. E. Waterfield, Muskogee 


D. D. McHenry, Oklahoma 
Fred 8. Watson, Okmulgee 








Se ee . 
Se peg R. H. Harper, Afton 
Dt téccneseceooen 
ETT P. M. Richardson, Cushing 
Pittsburg... ..........McClellan Wilson, McAlester 
Pottawatomie-_______- T. D. Rowland, Shawnee 
| eae Sam A. McKeel, Ada 
Pushmataha_-_----.-_-_--_- H. C. Johnson, Antlers 
i otiewomeaeetion Wm. P. Mills, Claremore 
Roger Mills. _.._..-.-- 

SR 
eae 
SSR J. D. Pate, Duncan 

Ww Langston, Guymon 


R.W. Dunlap, Tulsa 





Secretary 


Jas. A. Patton, Stilwell 


J. A. Norris, Okeene 


Chas. R. Hume, Anadarko 
Jas. T. Riley, El Reno 
8. DePorte, Ardmore 


B. H. Cooley, Norman 
Mason, Lawton 

J. W. Craig, Vinita 

E. W, Reynolds, Bristow 
C. H. McBurney, Clinton 


A. B. Leeds, Chickasha 
Chas. A. Brake, Medford 
E. M. Poer 


W. P. Rudell, Altus 
C. W. Vance, Ponca City 


J. F. MeArthur, Wilburton 


C. M. Morgan, Chandler 
J. L. Houseworth, Guthrie 


Elsie L. Specht, Fairview 
’. D. Haynie, Kingston 


W. A. Tolleson, Eufaula 
Howson C. Bailey, Sulphur 
A. L. Stocks, Muskogee 


J. R. Collins, Nowata 


Tom Lowry, Oklahoma 

Wm. B. Pigg, Okmulgee 
Leonard Williams, Pawhuska 
G. Pinnell, Miami 


J. Walter Hough, Cushing 
F. L. Watson 
T. C. Sanders, Shawnee 
Wilson H. Lane, Ada 

A. Burnett, Crum Creek 
L. H. Henley, Claremore 


W. L. Knight, Wewoka 
J. W. Nieweg, Duncan 


R. B. Hayes, Guymon 
Horace T. Price, Tulsa 


Joseph C. Dunn, Bartlesville 


C. W. Tedrowe, Woodward 


*Names of officers for 1923 will be added to above as they are reported for the year. 
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